





Southwestern Medicine 


OFFICIAL ORGAN OF 





ARIZONA STATE MEDICAL ASSOCIATION 
NEW MEXICO MEDICAL SOCIETY 
EL PASO COUNTY (TEXAS) MEDICAL SOCIETY 
THE MEDICAL AND SURGICAL ASSOCIATION 
OF THE SOUTHWEST 





Volume XIII 


SEPTEMBER, 1929 


No, 9 





ANNUAL SUBSCRIPTION $2 


SINGLE COPIES 25 CENTS 


Entered at the Postoffice at Phoenix, Arizona, as second class matter. 


“Acceptance for mailing at specia) rate of postage provided for in 


section 1108, Act of October 3, 1917, 


authorized March 1, 1921.” 





SOME PROBLEMS THAT CONFRONT 
PRACTITIONERS IN NEW MEXICO 
F. H. CRAIL, M. D. 

Las Vegas, N. M. 

President’s Address, at the forty-seventh annual 
meeting, New Mexico Medical Society, Taos, N. M., 
June 12-14, 1929. 

In choosing to discuss some problems that 
confront prectitioners in New Mexico, I wish 
to call your attention to a side of our medical 
practice that grows out of our geography 
and history, problems that present them- 
selves because of our mountains and valleys, 
our boundless mesas, our mixed population, 
of which one-half dates its origin to the 
Spanish conquest. I know of no place more 
fitting for a discussion of such problems, 
than this beautiful Taos country, for it typi- 
fies so completely many of the conditions 
out of which our problems grow. 


Our problems are, first of all, those of 
small and rural communities, of handfulls 
of people tucked away along mountain 
streams, or set out on endless mesas, with 
no railroads, no telephones, indifferent roads, 
where the burro, the saddle horse and the 
wagon still share with the automobile as 
facilities for travel. Not even our bigger 
towns are large in the sense of being popu- 
lous cities. Practically all of our people are 
isolated in a very real sense from the large 
medical centers of the country. They are 
isolated in this sense at least, that all of 
their acute illnesses and most of their chronic 
ailments must be cared for in the community 
in which they live. This is true for three 
reason: first, the great distances that must 
be traveled to reach a medical center; sec- 
ond, the poverty of a very large percentage 
of our population; third, the racial and lan- 
guage difficulties that make large numbers 
of our patients hesitate to leave their homes 
and kinfolks to seek aid among strangers. 

[ take it that there are few localities in 
America today, where districts are so isolat- 
ed that a doctor does not come into the life 





of each individual on at least one of two oc- 
casions—when he is born and when he dies. 
But there are many such localities in New 
Mexico. It is the opinion of Dr. Luckett 
that forty per cent of the births in the state, 
taken as a whole, are unattended by physi- 
cians. In the year 1927, out of 5238 deaths 
reported to the State Health Department, 
1451 occurred without medical attendance, 
(27.7 per cent). As some deaths are not re- 
ported at all, it is the opinion of Dr. Luckett 
that thirty per cent of deaths occur without 
medical attendance. In San Miguel county, 
the county in which I live, the percentages 
are still higher: in 1927, 73 per cent of births 
and 46 per cent of deaths occurred without 
medical attendance. 

With such very evident lack of medical 
attention, diseases of all kinds progress to 
such stages that they present clinical pic- 
tures that practitioners elsewhere do not 
often see. Neglected social diseases, with 
early and late complications, are what one 
might term endemic in some sections. I 
have no figures to give an exact idea of in- 
fant mortality, nor of deaths occurring in 
the growing and productive ages of life, but 
all of you who have made insurance exami- 
nations must have been astonished by the 
enormous size of families and the startling 
number of deaths among children that have 
been reported to you. Surely it is a grim ex- 
ample of the survival of the fittest. 

And when we consider that for four hun- 
dred years the condition has existed to a 
much greater extent than it does in the very 
recent present, we can better appreciate the 
great spread that separates the knowledge 
about health and disease as it exists in our 
rural communities, and that which obtains 
among the specially trained physicians, 
health workers and nurses who are called 
upon to care for the sick. If Charles Mayo 
was right regarding the general public when 
he told a Rotary Club in Chicago several 
years ago, that medical science has done 
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about all it can for man from the neck down 
until something more is done for him from 
the chin up, how serious is the problem with 
which we practitioners in New Mexico have 
to deal? 


Certainly, such conditions must call for 
adaptations of procedure away from those 
usually employed, at least away from the 
most advanced teaching upon some subjects. 
And because of the necessity of such adapta- 
tions, I feel that our State Society, at all of 
its meetings, should devote at least a part of 
its session to a discussion of medical prac- 
tice as it applies to ourselves. And I insert 
this suggestion at the very outset in order 
that you may better understand the reason 
for this discussion. 


I will illustrate my ideas along this line 
with three examples. Let me recall to your 
memory, first, a part of our program a year 
ago at Albuquerque. There were several pa- 
pers on the subject of cancer, very instruc- 
tive and illuminating indeed, but the thing 
about them that impressed me most was that 
one of the speakers insisted that the treat- 
ment of cancer is such a highly specialized 
procedure that modern methods of eradica- 
tion with radium and cautery and the x-ray 
require such refined skill and judgment, 
that no ordinary practitioner, not even the 
general surgeon, should treat cancer any 
more, but that patients with cancer should 
be referred to cancer specialists, a new type 
of specialist in the medical world. Now in 
all candor, gentlemen, let me ask you if such 
teaching is what the great majority of our 
New Mexico physicians need or want when 
they come together for a meeting such as 
this? How is that going to serve us when 
the old man, accompanied by his wife and 
children and even grandchildren, is brought 
to our office from the far-off ranch or the 
isolated placita with a cancer of the lip or 
cheek? We can not wash our hands of him 
and send him to a cancer clinic; neither can 
we abandon him with the benediction appro- 
priate to a long life of toil now drawing 
to a close in suffering and in torment:— 
“Well done, thou good and faithful servant, 
enter thou into the joys of thy Lord.” This 
man needs our personal attention; he needs 
the best chance of life and recovery that we 
can give him. And what we need to discuss 
is the methods of treatment that the man 
who has to take care of cancer in his own lo- 
cality can use. 


To illustrate further that these newer 
methods of treatment are not always an un- 
mixed blessing either, let me cite a personal 
experience with radiation in the cure of can- 
Two anda half years ago a typical 


cer. 
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western cow man came to me with a smal! 
epithelioma just below the edge of the orbi 
of the left eye. It was an ulcerating type o 
carcinoma and there was an excavation pres 
ent into which one might have placed a B) 
shot. I knew that the only method of treat 
ing that epithelioma available to me was su) 
gical excision. But even in this cow mai 
seventy years old, this was a little mutilai 
ing, it would leave a noticeable scar, it migh 
draw down the lower lid, and all in all, 
thought it might be an ideal place for radia- 
tion; so I advised the man to go to Denve 
and have it treated that way. He did so an’! 
the ulcer healed, but within three months h 
had developed quite a marked ectropion ani 
the inflamed conjunctiva and the tearin:: 
were giving him more trouble than the car 
cer. He returned to the radiologist who as 
sured him that the cancer was well, that the 
little eversion of the lower lid did not amoun 
to much, that he could come back home t» 
me and I could make a little cut under the lid 
and lift it up and everything would be all 
right. When I examined my patient again, 
I found that the radium had not only produc- 
ed a marked ectropion, but that the lacrimal! 
duct was so narrowed that I could not get a 
probe into it, and I did not look upon the plas- 
tic operation upon the lid as such a trivial 
matter as the patent had been led to think 
it would be. So I sent him back to Denver 
again, and this time he was sent to an eye 
specialist who operated upon his ectropion 
and got a very satisfactory result as far as 
the ectropion was concerned, but did nothing 
with the lacrimal duct, and so the tears 
continued to roll down the cheek and made 
my fat patient cuss with that rare ability of 
which only a real cow man is capable. At 
the end of nine months there was very evi- 
dent return of the carcinoma, and again the 
patient returned to Denver and was treated 
over a period of several months. But he con- 
tinued to have an open sore, and a pocket 
formed below the malar prominence from 
which there was a foul smelling purulent 
discharge. At last he was told that the can- 
cer was well, but that there was some infec- 
tion in this pocket, and if I would drain it and 
clean up the infection he would be all right. 
I drained the pocket, but the carcinoma was 
not cured; it had invaded the bone, and so I 
finally ligated the external carotid artery, 
and took out a block of tissue that amounted 
to a partial resection of the upper jaw, with 
removal of the floor of the orbit. It is a year 
now, and he has had no recurrence but he 
has a hole in the side of his face that is very 
unsightly to say the least. He also has an 
ectropion, he has tearing, he has all of the 
things that I thought he might have when 
he first came to see me, very much worse 
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than they would have been with a moderately 
wide excision of the growth at that time. 


I am not citing this case to depreciate the 
value of radiation in the treatment of can- 
cer, nor to cast any reflection upon the ra- 
diologist who treated this patient, because 
there is no question about his ability. I am 
citing it to illustrate some of the facts that 
should be borne in mind by practitioners in 
smaller communities, and by patients with 
limited means when they are attacked by ser- 
jous disease of this nature. In the first place, 
I consider it to be absolutely wrong to broad- 
cast propaganda suggesting to general prac- 
titioners and to laymen that there is any 
exclusive virtue in radium or other radiation 
in the treatment of malignant disease. By 
this I mean that methods of treatment 
should not be allowed to befog the principles 
underlying them. The most important fact 
that should be taught every one regarding 
cancer is that in its early stage it is always 
a local disease. The second important fact 
to be impressed upon everyone is that the 
complete removal of the disease will cure it, 
no matter what the method of that removal 
is. For us, with the population from which 
we draw our patients, I consider that surgi- 
cal removal of malignant disease is the most 
feasible treatment, and it is the method that 
we should be studying and discussing at our 
meetings. 


As I am interested in surgery more than 
in other fields of medicine, I wish to call 
your attention to two other conditions, where 
I feel that the most advanced teaching of 
today is not always applicable to men in our 
peculiar situation. The first is the treatment 
of gallbladder disease. When I graduated 
from medical college, cholecystostomy was 
the operation routinely employed in the 
treatment of gallbladder disease. Since 
that time, improvement in technic and 
greater familiarity with the disease have 
made cholecystectomy the approved opera- 
tion, and in current medical literature and 
in society discussions it is practically the 
only operation given consideration. Now I am 
not going to debate the relative merits of the 
two operations, but anyone who thinks that 
cholecystostomy is an antiquated and insuf- 
ficient operation for gallbladder disease 
should study carefully the report of Cullen’s 
cases from the Johns Hopkins Hospital 
(Surg. Gyn. & Obs. November, 1923) ; he re- 
ports all his cases of gallbladder disease op- 
erated upon over a period of twenty-five 
years with a careful follow-up, which proves 
beyond the shadow of a doubt that chol- 


ecystostomy is a very efficient operation, 
that recurrence of symptoms is the exception 
and the rare exception at that. 


.society proceedings, 
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But I am going to assert, most emphatical- 
ly, that cholecystectomy is a much more 
difficult operation to perform than cholecys- 
tostomy, that even in expert hands it carries 
a, higher mortality, and in the hands of the 
average operator a much higher mortality, 
out of all proportion to its supposed advan- 
tages over cholecystostomy. The conditions 
with which most of us here in New Mexico 
have to deal are such that we do not operate 
on gallbladder cases every day nor every 
week; we have no expert operating team; 
many of our cases are acute inflammatory 
conditions, with empyemas of the gallblad- 
der. I am just as certain as I can be that in 
practically all of these acute inflammatory 
conditions, or whenever the operation for 
gallbladder removal presents any great diffi- 
culty because of adhesions, a fleshy patient, 
difficult exposure, that patient’s chances of 
life and recovery are better with a cholecys- 
tostomy than with a cholecystectomy. 


I do not wish it to be understood, either, 
that I think that men doing surgery as I do, 
for example, should not perform cholecys- 
tectomy, for there are many cases where it 
can be performed quite safely. I do wish to 
refute what one gathers from reading and 
that cholecystostomy 
is an antiquated operation and a man is not 
doing his full duty by his patient when he 
performs it. 


The operation for hypertrophy of the pros- 
tate is passing through the same process of 
modification that gallbladder operations have 
already passed through. But a few years 
ago, the two stage suprapubic operation was 
proclaimed as the simplest and safest pro- 
cedure to be followed in these cases. Today 
more and more reports are appearing in the 
literature to show that al arger and larger 
number of patients can be operated on in one 
stage, and there are more and more reports 
of large series of cases operated upon by the 
perineal route. All of this has a tendency 
to make the practitioner whose surgery is 
limited feel that perhaps he is losing step 
with the procession, if he clings to the two 
stage suprapubic operation. But here again, 
I am just as sure as I can be that the multi- 
ple stage operation with a prolonged inter- 
val of drainage will save more lives in our 
hands than any of these other proceedings. 

I might go on and discuss many other pro- 
cedures where our isolated situation and 
limited number of patients of a particular 
class present special problems to us here in 
New Mexico, but time will not permit it. 

There is another problem growing out of 
our isolation that deserves our consideration. 
By isolation I do not mean simply where one 
or two men are the only practitioners in a 
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community; for from the way doctors coop- 
erate with each other in most of our larger 
towns, each one or each small clique or group 
is as much isolated as if you built a high 
board fence about them and their clientele. 
Isolation does one of two things for a man: 
it either narrows and cramps his thinking 
and his behavior untii he becomes an old 
fogy and loses interest in the great drama 
of medicine as it is unfolding itself before 
us from year to year, or else it makes a well 
rounded man, a man of sound judgment, ob- 
servant, resourceful, self reliant, who is 
alert to glean from that great drama of med- 
icine those things which are really worth 
while, and to apply them to his daily task. 
He reads, he visits the teaching clinic and 
he brings back to his own people that which 
a ripe judgment finds applicable to their 
needs. But it takes an unusual man to follow 
this latter course throughout a leng life of 
routine. He needs contacts to stimulate and 
to maintain his endeavors. And that is what 
we need in New Mexico more than anything 
else. We need contact with each other. If 


it cannot be made with the doctor down the 
hall or down the street, it should be made 
with the one in the next town or two towns 
away. And that contact should not consist. 
merely in sitting beside him in a three ring 


circus and enjoying the performance with 
him. It is an old and tried maxim that says 
that we get out of a thing what we put into 
it. And that is true of our medical so- 
ciety meetings. What have its individual 
members been putting into this State Medi- 
cal Society? I know that I have put prac- 
tically nothing. This office was thrust upon 
me last year after I had gone home from the 
meeting, probably as a joke. It should be a 
position of honor and I shall certainly try to 
treat is as such, But, gentlemen, we all need 
to take more interest in it; we need to work 
for its improvement and our own betterment. 

Have you ever noticed the proportion of 
material furnished to Southwestern Medicine 
by the component organizations supporting 
it? I have been watching it for a long time, 
and one would infer that New Mexico was a 
very junior member of that firm. Have we 
less talent in New Mexico, a less wide awake 
group of practitioners? I think not. But we 
have less organization, less stimulating con- 
tact with each other. 

The remedy that I would suggest for it is 
that we devote at least part of our annual 
session to a discussion of our own problems; 
problems whose existence I have tried to 
prove, problems of ample scientific interest 
to make many a worthwhile program. Fur- 
ther, that this Society interest itself in its 
component county societies by helping them 
to hold scientific sessions, and to provide 
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some kind of occasional meeting for men 
practising where a county society does not 
exist, or where contact with the county so:i- 
ety is difficult. I would suggest that we ¢n- 
list a group of volunteers: from our membcr- 
ship, who will be willing to foster intercoun- 
ty meetings, who will try to organize an «c- 
casional district meeting to bring our mem- 
bers together, to get them acquainted w th 
each other. 


Let us have our visitors, of course. 
need some outside contacts; we should wel- 
come them and we do welcome them with 
open arms. But our visitors do not want 
the entire responsibility for the meeting. 
They come to learn as well as to teach and 
our peculiar isolation will furnish them w th 
many an interesting topic to think and talk 
about. 


Gentlemen, this is my message. If it ap- 
peals to you as containing a worthwhile 
suggestion of any kind, that will look toward 
betterment of the profession in New Mexico, 
I am at your service for the year to help you 
carry it out. 


We 





ARTIFICIAL PNEUMOTHORAX 


J. D. RILEY, M. D. 
Southern Baptist Sanatorium 
El Paso, Texas 


(Read before the El Paso County Medical Society) 

Tuberculosis is probably the most dreaded 
of all diseases. Throughout medical history 
physicians have been searching for a cure, 
and today this search is more intensive than 
ever before. 

Although we have constantly before us 
some recently heralded newspaper cure, none 
of these have proven of any value, and we 
must rely on the tried methods at our com- 
mand. 

Rest is the most important thing in the 
treatment of tuberculosis. Unfortunately, it 
is impossible to give both lungs the rest 
needed in a case of bilateral, clinically active 
pulmonary tuberculosis. The lungs are never 
at rest, but, if normal, expand and contract 
about 25,000 times daily, and the rate is 
much increased in pulmonary tuberculosis. 
While it is quite impossible to immobilize the 
lung by means of posture, straps, sand bags, 
jackets, and various other mechanical <de- 
vices, yet we have in artificial pneumothorax 
a method by which the pathological portion, 
or, if necessary, the whole lung, may be put 
at rest almost as effectively as the splint 
puts a tuberculous joint at rest. 

Artificial pneumothorax has only in recent 
years obtained recognition and approval, yet 
it is interesting to note that as early as 1821 
James Carson of Liverpool recognized its 
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possibilities and proved its practicability by 
animal experimentation. A few years later 
James Houton and Stokes described cases in 
which cure had followed spontaneous pneu- 
mothorax (ruptured lungs). It was not until 
the eighties that Forlanini proved its use- 
fulness in treatment. In 1884 Potain re- 
placed the effusion in hydropneumothorax 
with sterilized air on several occasions. This 
was probably the first report of its employ- 
ment. In 1898 J. B. Murphy reported using 
it in five cases. By 1910 several physicians 
in Europe had had considerable experience 
with this form of treatment. From that time 
its use has increased until now it is used 
in nearly every place and institution where 
tuberculosis is treated. It is the greatest 
advance in the therapy of tuberculosis which 
has been made in recent years. 


One of the most important essentials in 
administering this form of treatment is be- 
ing able to select suitable cases for it. It 
has been estimated that it is indicated in 
only 5 to 7 per cent of all cases; but nearly 
all far advanced cases have passed through 
some stage where the careful administration 
of artificial pneumothorax was _ indicated. 
Its indications (like the diagnosis of tuber- 
culosis) are often overlooked until it is too 
late. 


It is indicated in— 

1. Uncontrollable hemorrhages. 

2. Unilateral progressive diseases. 

8. <Afebrile patients with cavitation, spu- 
tum and bacilli from one lung, with only 
moderate activity in the other lung. 

4. Acutely ill patients with high tem- 
perature, distressing cough and _ strongly 
positive sputum, with moderate activity in 
the better lung, and who have failed to re- 
spond to other forms of treatment. 

5. Chronic unilateral cases with periodic 
lapses into activity. 

6. Replacement of serous or purulent ef- 
fusion. 

One can expect the most of this procedure 
when it is limited to cases clinically uni- 
lateral, and when the good lung is sufficient 
to sustain life. It has been shown that one 
can work with one lung, live comfortably 
with two-thirds of one lung, and exist with 
one-third of one lung. 

The common contra-indications are: 

l. Extensive disease with diffuse activity 
in the better lung. 

2. Extensive tuberculous disease in other 
parts of the body. 

Acute illness or general weakness in 
Which the shock would be too great. 
4. Serious heart disease. 
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5. Adhesions which make impossible the 
introduction of air into the pleural cavity. 
The patient should always be told that it may 
be impossible to enter the pleural cavity, for 
it is quite impossible to know by any method 
whatsoever whether pleural adhesion will 
prevent successful administration of artifi- 
cial pneumothorax. 

As a preliminary, we give one-eighth mor- 
phine and one one-hundred-fiftieth atropin. 
The technic of the operation is very sim- 
ple, so far as the apparatus used, position 
of patient and asepsis are concerned. During 
the operation the patient lies on the good 
side. This causes the lung to have a tendency 
to pull away from the chest wall. The fore- 
arm should be balanced across the temple. 
This not only gives the arm a comfortable 
position, but prevents the patient watching 
the operation. The same careful asepsis 
should be employed as for any other opera- 
tion. Thorough anesthesia of the skin and 
deep tissues down to an including the pleura 
is absolutely essential. 

Some operators use no anesthetic, but I 
think the operation unplesant enough for 
the patient with the least possible pain. The 
dangers of pleural shock and puncturing the 
lung are much less after careful anesthesia. 
A two per cent solution of novocain is the 
anesthetic of choice. 

The usual site of puncture is from the 
fourth to the eighth interspace between the 
anterior and posterior axillary lines, but if 
possible one should attempt to select the 
site where the pleura seems less likely to be 
involved. 

The choice of the artificial pneumothorax 
apparatus to be used is not of much import- 
ance. Many are available. All work on the 
same .general principles. I use one which I 
designed myself because it is smaller than 
some of the others. 

It is very important to know that there is 
no leak in the rubber tubing. 

Two methods have been employed—the 
open or incision method and the closed or 
puncture method. 

The open or incision method was introduc- 
ed by Brauer, and consists of incising and 
separating the skin, fascia and intercostal 
muscles exposing the parietal pleura, through 
which a blunt needle or cannula can be in- 
troduced without danger of injuring the 
underlying Jung. This method has been prac- 
tically abandoned, as it requires more time, 
more careful preparation, more assistance, 
is more dreaded by the patient, and presents 
greater danger of infection and empyema 
than does the puncture method. It eliminates 
the danger of puncturing the lung, but with 
proper technic and care there is slight 





384 


danger of puncturing the lung by experi- 
enced, competent operators using the closed 
method. 


The closed or puncture method is now 
almost universally used. After cleansing and 
disinfecting the site of operation, the tissues 
are anesthetized from the skin down to and 
including the pleura. We use three Yale 
needles. First, a very small 27-gauge needle 
to anethetize the skin; second, a 25-gauge, 
1 to 114-inch needle for deeper anesthesia ; 
third, an 18-gauge needle for the introduc- 
tion of the air. The operator should intro- 
duce the anesthetic slowly, always giving 
plenty of time for it to take effect before 
further insertion of the needle. By using 
care, no pain whatsoever should be felt. This 
is of the greatest importance in order to 
hold the co-operation and confidence of the 
patient that he willingly submit to the refills 
essential in this form of treatment. 


The experienced operator can estimate 
fairly accurately the distance to the pleura 
by the size, build and nourishment of the 
patient. After the needle passes through the 
skin and deep tissues, more pressure is 


necessary to force the point through the 
parietal pleura. It is important to recognize 
this resistance and stop the needle when the 


resistance decreases. While there is no great 
danger in puncturing the lung, it is poor 
technic and can prove serious. Of course, 
the extreme care necessary in the initial 
puncture is not so necessary in the refills, 
because of the distance separating the parie- 
tal and visceral pleura. The manometric 
proof that the intra-pleural space has been 
entered is a negative pressure with fluctua- 
tions corresponding with the respiration. Be- 
cause of the elasticity of the lung, the normal 
intrapleural pressure is negative in‘ both 
phases of respiration. This negative pressure 
is greater during inspiration. Ordinarily 
this pressure is from ten to six during in- 
spiration and from seven to four during ex- 
piration. Until a free oscillation with nega- 
tive pressure is noted, it is not safe to intro- 
duce air. A slow, gradual change in the pres- 
sure indicates a relatively free pleural cavity, 
while sudden increase of pressure with pain 
indicates a relatively small intra-pleural 
pocket. The operator should be certain that 
the needle is open. If he fails to obtain satis- 
factory fluctuations of the manometric pres- 
sure, usually the needle is at fault. By capil- 
lary attraction the needle may aspirate fluid 
after it is inserted into the tissues. While 
passing a wire or plunger through the needle 
will remove this fluid, on withdrawing the 
wire the fluid will probably follow it back 
into the lumen of the needle, but absence 
of the manometric fluctuations immeately 
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after removing the wire from the needle is 
more or less definite proof that the end of 
the needle is in the tissues and not in the 
intra-pleural space. 


Next in importance to the selection of 
cases suitable for artificial pneumothorax 
is deciding how much air to introduce. This 
must be governed by the change of intra- 
pleural pressure and the collapse of pulmon- 
ary tissues necessary to put at rest the pat- 
ological portion of the lung on this side 
and at the same time not overburden tiie 
contralateral lung if there is much chanze 
of pressure. At the initial puncture it is 
usually not wise to introduce more than 
300 c.c. I think, however, that when tie 
pressure remains decidedly negative, with 
the absence of any symptoms of shock, 
it is permissible to introduce as much as 
400 c.c. at the initial puncture. One is cer- 
tainly tempted to introduce this amount if 
conditions are favorable, in order to have a 
larger intra-pleural space for the first refill. 
Subsequent refills at increasing intervals 
should also be small. Until the absorption 
becomes very slow it is best to give the re- 
fills frequently and in small amounts. Rather 
than give more than 600 c.c. at any time, 
I shorten the intervals. Ultimately it is usu- 
ally only necessary to give the refills about 
every two weeks. The lung should never be 
collapsed too rapidly; but the refills should 
be made frequently and in small quantities 
in order to avoid a too sudden deoxygenation 
of the arterial blood, and also the shock ac- 
companying a sudden displacement of the 
mediastinum and diaphragm imposing great- 
er burdens on the heart and contralateral 
lung. 


In connection with the symptomatology, 
roentgenology and spirometry, close observa- 
tions of the circulatory changes following 
the introduction of pneumothorax are help- 
ful in the regulation of the amount of air 
introduced and the prognostication of the 
case. Bendove divides the circulatory changes 
resulting from the deflation of one lung into 
two groups. 


1. Cases with an adequate reserve power 
of the heart, which is able to adapt itself 
to the altered pneumodynamics. Such cases 
usually show an increase in the systemic 
blood pressure. After the first few inflations, 
the pulmonic second sound becomes more 
accentuated. Compensatory emphysema (le- 
velops in the functioning portion of the 
lungs, and the heart becomes enlarged in the 
course of the treatment. All of these signs, 
jointly or singly, indicate a favorable prog- 
nosis. : 


2. Cases in poor condition, the cardiac 
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reserve power of which has become exhaust- 
ed by the long continued toxemia and its 
compensatory mechanism has been damaged. 
Such cases rarely develop vicarious em- 
physema, the heart does not hypertrophy, 
the pulmonic second sound is seldom ac- 
centuated, and the vital capacity reduction 
is marked and associated with dyspnea. The 
ultimate results of treatment in such cases 
are not very successful. 

Close observation and study of our cases, 
both before and after the use of pneumotho- 
rax, has caused us to accept this conclusion 
as to the circulatory changes, and has been 
a great aid to us in arriving at a prognosis. 

There are. certain disadvantages which 
have usually been considered more or less 
necessary accompaniments to artificial pneu- 
mothorax. Frequently the importance of 
tiese calls for serious consideration to de- 
termine the advisability of artificial pneu- 
mothorax, and consequently limits the num- 
ber of cases selected according to the op- 
erator’s conservatism or enthusiasm. But 
relatively high pressure forms the basis of 
most of these objections, the most usual of 
which are: 

1. Displacement of the mediastinum, com- 
pelling the heart to function under unfavor- 
able mechanical conditions, the extra work 
caused by the increased resistance in the 
pulmonary circulation because of the altered 
intra-thoracic pressure. 

2. Obstruction of the venous return to 
the right heart. 

3. Interference with the compensatory 
hypertrophy and function of the contralat- 
eral lung. 

4. Displacement of the diaphragm with 
resulting increased intra-abdominal pressure, 
with displacement of the abdominal viscera, 
causing indigestion. This, no doubt, is to 
some extent responsible for the almost con- 
stant loss of weight accompanying the be- 
ginning of this form of treatment. 

5. The extra burden placed on the con- 
tralateral lung, with the risk of reactivating 
a latent process or increasing the possible 
activity present in this lung. 

6. Danger of rupture of the lung, either 
through superficial cavities or by adhesions, 
which is usually followed by pyothorax. 

7. The disturbance of the intrathoracic 
equilibrium caused by large refills displac- 
ing the intrathoracic viscera and causing 
cardiac embarrassment. 

8. The compression of 
healthy tissues. 

9. The frequency of pleural exudates. 

10. The displacement of the mediastinum 
and diaphragm, retraction of chest wall on 
treated side, on re-expansion of the treated 
lung, with danger of reactivation. 


comparatively 





385 





11. Failure of oxygenation of arterial 
blood, which is the chief cause for the loss 
of weight in these cases. 

Most, if not all, of these objections are 
due to faulty intra-pleural pressure main- 
tained during treatment, and can be over- 
come only by securing and maintaining the 
proper intra-pleural pressure. With a flex- 
ible mediastinum the introduction of air 
into one pleural cavity immediately causes 
a change of the ultra-pleural pressure on the 
opposite side to a lower negative pressure. 
The intra-abdominal pressure is increased. 
The diaphragm and other respiratory mus- 
cles must work against this increased pres- 
sure. The respiratory rate is much increased. 
The heart is embarrassed not only because 
of the displacement of the thoracic and ab- 
dominal viscera, but also because of the 
change of the intra-thoracic and intra-ab- 
dominal pressure. The right heart is bur- 
dened because of the increased resistance 
in the pulmonary circulation. The blood re- 
turning to the heart from the lungs is only 
oxygenated in proportion to the amount of 
lung not collapsed. This throws extra work 
on the heart in its effort to compensate by 
a more rapid flow of the blood. Since these 
conditions are all in direct proportion to the 
degree of collapse, pressure and displacement, 
we should use as little pressure as will 
bring about the desired results. 

While knowledge of these facts might 
prejudice one against the use of positive 
intra-pleural pressure, especially high posi- 
tive pressure, if it causes him to attempt 
to obtain results with maintained negative 
pressure he will become an artificial pneu- 
mothorax enthusiast because of the remark- 
able results to be obtained by negative intra- 
pleural pressure, with very few of the un- 
pleasant obstacles discussed previously. 

The following objections have been made 
to low pressure: 

1. That negative pressure will not stretch 
the pleural adhesions which often exist over 
the pathological portion of the lung. But 
operators using negative pressure have all 
frequently observed the stretching, and 
sometimes disappearance of adhesions. Fur- 
thermore, when we admit that these ad- 
hesions are over diseased lung tissues, if 
artificial pneumothorax is given it requires 
quite a bit of nerve or indifference to use 
a positive pressure considering the danger 
of rupturing the lung and pyothorax. 

2. Cavities not collapsed by negative 
pressure—but most cavities will collapse 
under negative pressure, if at all. The object 
should be to separate the lung from the 
chest wall, permitting the pathological por- 
tion to contract as an active process, which 
is the natural tendency of all fibrosing lung 





386 


tissue, and not depend on a passive collapse 
as the result of positive pressure. If time 
enough is given collapsible cavities, certainly 
most of them will be obliterated under nega- 
tive pressure. 

3. That partial collapse with negative 
pressure requires so much attention as to 
limit the number one may treat. But no 
one is worthy of administering artificial 
pneumothorax who would neglect such im- 
portant consideration and who would not 
willingly give his time to the few whom he 
could offer the best hopes for recovery. 

Some have claimed that the diseased lung 
is collapsed only after collapse of the healthy 
lung. This is true if the operator immedi- 
ately resorts to a positive pressure. But if 
small quantities of air are introduced, and a 
negative pressure maintained, it is interest- 
ing to watch the gradual expansion of the 
healthier pulmonary tissue, and at the same 
time the gradual progressive collapse of the 
diseased areas. When we consider the elas- 
ticity of normal lung tissue and the tendency 
of all diseased fibrosing tissue to contract, 
it is only reasonable to expect the collapse 
of pathological pulmonary tissue with a 
negative pressure maintained. 

Without artificial pneumothorax, contrac- 
tion of pulmonary tissues must displace the 
mediastinum, diaphragm or chest wall. While 
a fibrosing lung will contract, overcoming 
the resistance of these, and drawing them 
closer together, it does so very slowly. This 
displacement is in proportion to the mobility 
of these parts and the contractile force of 
the normal elasticity of the lung will col- 
lapse the fibrosing portion, causing the air 
to collect over the diseased area. As the air 
is drawn about the healing portion, the 
healthy lung is drawn out approximating 
the chest wall, replacing this air. This even- 
tually permits the patient to have almost 
normal negative intra-pleural pressure and 
to breath with the healthy portion of the 
lung, while the pathological tissue is practi- 
cally at rest. 

Artificial pneumothorax which fails to 
obliterate existing cavities is never satis- 
factory, regardless of symptomatic results. 
Unless cavities present can be either ob- 
literated or reduced to an insignificant de- 
gree of potency, artificial pneumothorax 
must be continued indefinitely or abandoned 
in favor of some more favorable form of 
treatment. But such a collapse should usual- 
ly be accomplished by frequent refills under 
negative pressure. Reexpansion of the haalth- 
ier portion will invariably result if the lung 
is not too firmly adhered to permit the 
collapse of the pathotogical portion. If theré 
are present adhesions which make high pos- 
itive pressure necessary, the case is usually 
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not one suitable for artificial pneumothorax. 

By means of negative pressure with fre- 
quent roentgenograms or fluoroscopic ex- 
aminations, all the good to be had from arti- 
ficial pneumothorax may be had without the 
unpleasant, undesirable features accompany- 
ing mediastinal and diaphragmatic displace- 
ment. Of course, one using negative pressure 
must give his patients more time and the 
patient must wait longer for the desirec 
results. But I believe that this is more thar 
compensated for by the absence of the dis 
tressing symptoms and complications whict 
so often accompany a positive pressure col 
lapse. Cases kept on negative pressure ar 
relatively free from dyspnea, tachycardi: 
and the gastro-intentinal symptoms ofte! 
encountered in cases treated by positive 
pressure. We have to resort to positive pres 
sure in order to control profuse or continua! 
hemorrhage, and we have often prolonged 
or saved a life by such a procedure. In such 
an emergency, positive pressure is justified 
but otherwise positive pressure is seldom in- 
dicated. All who have urged high pressure 
extensively have, of course, had some cases 
to improve greatly with positive pressure. 
But this does not prove its value, and we 
must consider the fact that most cases 
might have done as well or better on nega- 
tive pressure, to say nothing of the dangers 
of positive pressure. 

Complications or Dangers 

The complications accompanying pneu- 
mothorax are: Pleural effusion, serous or 
purulent; surgical emphysema, spontaneous 
pneumothorax or collapse following puncture 
of the lung, pleural shock, hemorrhage, and 
air embolism. All of these except the first 
are quite rare. It is estimated that about 75 
per cent of all cases treated develop a pleural 
effusion during some time of the treatment 
A small percentage of these result in em- 
pyema. Fortunately, only a few experience 
more than a little temporary discomfort, and 
only a small per cent become actually ill. 
But I beg to repeat that fluid is much less 
likely to develop under negative pressure. 

The period over which pneumothorax 
should be continued varies with each indi- 
vidual case. It may be discontinued in one 
year with the more favorable patient, but 
it is sometimes necessary to continue it 
through life. 


Results 

With this method of treatment we often 
see the most spectacular results. Cases 
acutely ill, with high temperatures, rapid 
pulse, severe cough, profuse expectoration 
night sweats, rapid loss of weight, etc., i! 
a few months lose all symptoms and star 
gaining weight every week. The unilatera 
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progressive case is usually the type who 
gives above results. In the case of chronic 
fibrosis there is nothing spectacular to offer, 
and this is the type who needs constant en- 
couragement. While the walls of a cavity 
are gradually approaching, there is often no 
change of symptoms, and an occasional ele- 
vation of temperature above his pretreat- 
ment days may develop. However, when the 
cavity is obliterated, and with it the sputum 
has disappeared, it isn’t difficult to make 
the patient appreciate what has happened. 

These are the two extreme cases, the 
larger per cent fa'ling between, who show 
consistent gain, with absence of tubercle 
bacilli from sputum, etc. This is providing 
one uses proper judgment in selecting his 
case’ and properly administering the pneu- 
mothorax. 

One point to which I wish to call atten- 
tion with this method of treatment, a large 
per cent will be able to return to active life 
who would otherwise be confined to bed at 
intervals with acute exacerbations the re- 
mainder of their lives. Tuberculosis being 
essentially an economic problem, they can 
readily see the advantage of getting their 
refills and immediately going on with their 
work. 

It is very difficult to tabulate the results 
of artificial pneumothorax with any degree 
of accuracy because of the varying factors 
influencing results. But with carefully select- 
ed cases, and also careful administration of 
pneumothorax, with close fluoroscopic ob- 
servation, the results justify the high place 
the procedure has taken in late years. If we 
would use pneumothorax in earlier cases the 
results would be much more favorable. The 
fact that many operators employ pneumotho- 
rax usually as a last resort accounts to a 
great extent for their unfavorable results. 
Of course, all of us receive terminal cases 
which have no chance without artificial pneu- 
mothorax, and administer it as a last resort 
or palliative measure. These far advanced 
cases should be given every possible chance 
to live more comfortably while they last. 
But let us hope that knowledge of tuber- 
culosis will advance among the medical pro- 
fession generally, so we may receive these 
cases earlier. Again I wish to state that 
nearly every case of tuberculosis passes 
through a stage when it could be greatly 
benefited by artificial pneumothorax. I hope 
that this will not lead to the belief that I am 
too enthusiastic as regards artificial pneu- 
mothorax, for I think that I realize the 
seriousness of this form of therapy, except 
when given in small amounts, under close 
observation and constant study. No doubt 
much harm has been done by the improper 
selection of cases and the introduction of too 
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much air. We must conclude that though 
artificial pneumothorax has its limitations 
and is by no means a cure for tuberculosis, 
nevertheless, it has a definitely established 
place in the treatment of tuberculosis. It 
should be used as an aid and not as a sub- 
stitute for other proven means of treatment. 
Occasional spectacular results should not 
create blind enthusiasm. Neither should an 
occasional failure cause the discontinuance 
of its use. It should be used with care, with 
close clinical and fluoroscopic observation, 
with alert apprehension and with sober but 
confident zeal. 





CEREBROSPINAL FEVER. WITH SPE- 
CIAL REFERENCE TO PRESENT 
EPIDEMIC 
F. C. JORDAN, M. D. 

Phoenix, Arizona 

(Read before the Arizona State Medical Associa- 
tion, at the thirty-cighth annual meeting, held at 
Prescott, April 18-20, 1929.) 

The first enidemic of cerebrospinal fever 
was reported by Vieusseur, in 1805. In 1806, 
there was an outbreak in Massachusetts. 
Since then, numerous epidemics have been 
reported, but it was not until 1904 that the 
great pandemic occurred. There were 6,735 
cases, with 3,455 deaths, reported in New 
York. 

During the first three months of this year, 
142 cases of cerebrospinal fever were report- 
ed in Ar:zona; ninety-one of these were in 
Maricopa County. 

Before the advent of serum, the mortality 
rate was uniformly about seventy-five to 
eighty per cent. 

In Texas, in 1911, 1912 and 1913, there 
were 1,956 cases reported. The mortality rate 
in the 562 that did not receive serum was 
seventy-seven per cent, while the 1,394 cases 
that received one or more doses of serum had 
a mortality rate of thirty-seven per cent. 

In Shreveport, La., seventy-four cases were 
treated with serum with a mortality rate of 
thirty per cent. 

Frequent spinal punctures without the use 
of serum have failed to lower the mortality 
rate to any avpreciable extent. Serum, if 
given early and in sufficient amounts, should 
reduce the mortality to about thirty per cent. 

Cerebrospinal fever is spread mostly by 
means of carriers; hence, the difficulty of 
eradicating the disease. It has been estimat- 
ed by competent observers that the ratio of 
carriers to those who really develop the dis- 
ease is about twenty to one. 

In the army, during the height of an epi- 
demic, eighty per cent of the men were car- 
riers. Vaccines were useless in treating them, 
but chemical sprays did aid materially in 
clearing up these carriers. 
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Unfortunately, the thorough methods used 
in the army are not practicable in civilian 
practice, and we must seek some easier meth- 
od for the tretament of the carriers. 

The onset of cerebrospinal fever is usual- 
ly abrupt. High fever with vomiting is al- 
most always present in the infants and young 
children. Older children have fever and head- 
ache. Hypersensitiveness is very common in 
children. They complain when they are 
moved and handled. Rigidity, especially in 
the neck region, is quite common, although it 
may be difficult to elicit in young children 
until the second or third day. The rigidity 
of the spine increases and becomes quite 
marked and is one of the last symptoms to 
disappear. 

Leukocytosis is invariably present and is 
usually 25,000 or more with ninety to ninety- 
five per cent polymorphonuclears. 

Positive blood culture is quite frequently 
found. Herrick states that positive blood cul- 
tures are found in twenty-five per cent of 
the cases. 


The Great Lake Training Station found 
seventeen positive blood cultures in twenty- 
one cases, and, in this series, eighteen re- 
covered. Purpuric rashes occur in about 
twenty-five per cent of the cases. These 
usually appear on the first or second day, 
and positive cultures have been obtained from 
these cutaneous lesions. 

Early spinal puncture should be done if 
any of these symptoms are found, especially 
if there are other cases in the vicinity. Spinal 
punctures should be repeated if the previous 
fluid is clear and the cell count within nor- 
mal limits, if the symptoms of meningitis 
are still present. A practically normal fluid 
may become turbid, with a high cell count 
and meningococci present, within twenty- 
four hours. Thirty cubic centimeters of a 
potent serum should be available and be in- 
jected through the same needle if there is 
any cloudiness of the spinal fluid. 


Serum treatment, if it is to be effective, 
must begin at the earliest possible moment. 
It should be given at regular intervals, usual- 
ly of twenty-four hours, and in slightly less 
quantities than the amount of spinal fluid 
removed. Thirty cubic centimeters for the 
adult and fifteen cubic centimeters for the 
child are the average doses. The serum 
should be given until the spinal fluid is clear, 
the cell count fairly low and until no menin- 
gococci are found on smear or culture. Spinal 
puncture for drainage and examination of 
the fluid should be continued for several days 
after the discontinuance of the serum. Re- 
lapses sometimes occur, with the reappear- 
ance of a cloudy fluid, and usually mean an 
extension of the infected area. Relapses are 
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usually of bad import as most of these cases 
die in spite of vigorous serum treatment. 

English bacteriologists have established a 
classification placing all the various types of 
meningococci into four classes which they 
designate one, two, three, four. They have 
made serums for each type, but have only 
succeeded in making a serum of high cura- 
tive value from type one. A series of sixty- 
three cases of type one meningitis were treat- 
ed with type one serum; of these, only four 
died. They recommend that all cases should 
be given a potent polyvalent serum: until the 
specific type is determined, then type one 
meningitis serum should be used exclusively 
in type one meningitis. 

Antimeningococcic serum is given intra- 
spinally in most cases; however, in the last 
few years, cistern puncture is being used 
more and more. It would seem that the cis- 
tern method is the most logical method, for 
the serum is placed in direct contact with the 
infected, area. Serum given intravenously is 
often useful and should be used in cases that 
do not respond to intraspinal therapy. In 
children, it may be given intramuscularly or 
intraperitoneally with good results. Serum 
reactions may cause alarm, but they can be 
controlled with adrenalin and atropine and 
the serum should not be discontinued, if 
needed, when these reactions are present. 


The immunity conferred by thg injections 
of vaccines has not been definitely deter- 
mined and, until there is more proof of its 
effectiveness, it will not be generally used. 
We have seen one case develop six weeks af- 
ter taking three prophylactic doses of vac- 
cine. 

There were ninety-one cases of cerebrospi- 
nal fever in Maricopa County in January, 
February and March of this year; fifty-sev- 
en were males, and thirty-four females; six- 
ty died, a mortality of sixty-six per cent. 

Years Cases Deaths Mortality 

1 to 5 30 26 , cent 

6 to 10 16 10 per cent 

11 to 15 13 6 cent 

16 to 20 10 cent 
21 to 25 8 cent 
31 to 60 9 cent 
26 to 30 4 cent 
Over 60 1 cent 

Replies to a questionnaire sent to all the 
physicians in Maricopa County give the fol- 
lowing data in thirty-five cases: 

Males were affected twice as frequently as 
females. 

Thirty-two cases received serum, with thir- 
teen deaths, a mortality rate of forty per 
cent. 

Three cases not receiving serum, died. 

The average amount of serum per patient 
was ninety cubic centimeters. 

The smallest amount of serum given was 
ten cubic centimeters. 
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The largest amount of serum 540 c.c. Both 
patients recovered. 

There were very few sequelae. One devel- 
oped a blindness in one eye. Meningococci 
were found in smears of the purulent con- 
junctivitis. This child is also deaf in both 
ears. Three other cases had minor sequelae; 
one developed pupillary changes, two devel- 
oped weakness of the legs. 

Conclusion: The high mortality rate in 
this epidemic was due, first, to the large 
number of fulminating cases; second, many 
patients were not given serum in adequate 
amounts. 

DISCUSSION 

DR. C. C. HEDBERG, (Jerome): I think the doc- 
tor has covered this subject very thoroughly. In 
this district we have been very fortunate in having 
few cases; to date I think there have been three. 
My own experience dates back several years in the 
contagious pavillion of the Los Angeles General Hos- 
pital. 

Meningococcus is the only organism invading the 
meninges not having a mortality of 100 per cent. 
To obtain results, early diagnosis is of the first im- 
portance, early recognition of symptoms before the 
permanent symptoms occur. Of course to make the 
differential diagnosis spinal puncture must be done. 
With a purulent fluid, especially in the presence of 
other cases, I think one is safe in diagnosing menin- 
gitis, and should give serum immediately without 
waiting for examination of the fluid. 

In examining the fluid, a point to be remembered 
is that if no organisms are found, it is cither tuber- 
culous or meningococcic. In any other form of puru- 
lent fluid, organisms are said to be present in large 
numbers from the beginning, whereas in menin- 
gococcus meningitis they may not be found early,— 
there may be nong present at all. If one thinks of 
that as tuberculous meningitis, treatment may not 
be established early enough. 

At the time I took care of some of these cases, 
the attending staff questioned the value of serum. 
At the present time I believe the concensus of 
opinion is that it has definite value, but its value 
is not comparable to that of the antitoxin of diph- 
theria, ete. 

Free drainage of the meninges is thought to be 
an important part of the treatment and frequent 
lumbar punctures, of course with the administra- 
tion of serum, is a means of establishing drainage. 
Many cases will apparently have much relief from 
lumbar puncture without administration of serum. 
It is considered that if these punctures can be done 
at other sites than the usual lumbar region, for 
instance the cistern puncture mentioned in Dr. 
Jordan’s paper, or even farther up, the chances of 
recovery are increased. It requires the co-opera- 
tion of the surgeon for it may mean trephining or 
draining the ventricles. If the serum has value, 
the closer it is administered to the site of the cis- 
tern the better the possibilities of recovery. In in 
fants, before the closure of the fontanel you have 
there a very effective place for treatment, espe- 
cially as it is very difficult to continue treatment 
through lumbar puncture for any length of time. 
It can be carried out several times without appar- 
ent damage to the child. 

DR. ROBERT S. FLINN, (Prescott): I would 
like to make a plea for more frequent use of cis- 
tern puncture. It is no more dangerous and as Dr. 
Jordan has said, is theoretically the ideal place in 
which to inject the fluid. 
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In Prescott, as far as I know, there have been 
only two cases in the last year. In my large num- 
ber of cases, i. e. one. Mexican child, I used the 
serum early and the patient returned to normal 
in several days. In a few days the child had an 
acute relapse. After four or five days I was able 
to get the original brand of serum, gave that and 
recovery was rapid. At the time of discharge there 
were no demonstrable sequellae. 


DR. R. J. STROUD, (Tempe): I saw four cases 
in this epidemic, all males; two succumbed, both 
fulminating cases; one lived and the other one | 
don’t know about as I left it with another physi- 
cian when I came here. In one case of the fulminat- 
ing type, seen in consultation ten hours after the 
first symptom, the temperature was about 107, 
the spinal fluid clear, the laboratory reported no 
increase in cell count and no meningococci. In 
one case I saw four days after the appearance of 
disease, a Mexican child of two years, cell count 
was 1,280. For five successive days serum was 
given and the child recovered with only the right 
pupil fixed and small. The third case, Mexican 
child two years, was brought to me about eight 
hours from time of discovery. They described 
every imaginable symptom of the disease. The 
child died about four hours later, although serum 
was given. Spinal tap showed over 2000 cell count. 
The fourth case, boy of nine, seen first by a chiro- 
practor and treated for typhoid for one week. They 
said the child had apparently got better. At the enl 
of a week severe symptoms developed and a physi- 
cian was called. After all this time, the spinal fluid 
was clear with 125 cell count and no meningococci; 
in @ very short time the fluid was cloudy and the 
count of some 2000. I believe in always taking out 
ten or fifteen cc. more than is put in. I don’t know 
whether we could call this a relapsed case, or just 
one which ran along with very few symptoms. The 
cell count can not always be relied upon because of 
the swelling at the base of the brain. 

DR. C. N. PLOUSSARD, (Phoenix): I believe, 
during the present epidemic, I have seen along with 
some other physicians, probably thirteen or four- 
teen cases. There are probably no two of them 
alike in the way they react to serum, or in degree, 
time and intensity of the symptoms. Will mention 
two or three of the most interesting cases. In one 
of them, the father brought the baby to hospital 
and then called the doctor. They had just buried 
another baby the day before which they said had 
died of meningitis, and this child, four years old, 
was sick like the baby they buried. This was three 
o’clock in the morning; did a lumbar puncture and 
gave serum. (The concentrated serum is very ad- 
vantageous for use in babies because usually we 
can not draw out very much fluid.) This child 
was unconscious, temperature 105, seen about four 
hours after the onset; had had two convulsions. 
The spinal fluid was clear; at 10:30 the same morn- 
ing another puncture was done, the fluid still be- 
ing clear, and cell count 2; at 4 p. m. another punc- 
ture was done, cell count 16,000, and more serum 
given at that time. Two more injections of serum, 
10 c.c. each, were given and in four or five days 
the child was apparently normal in every way. If 
there had not been that history of meningitis in 
the family, we would not have given the serum 
until the third puncture, which would probably 
have been too late. While this child was in hos- 
pital, another baby from the same family was 
brought in. Serum was begun immediately but the 
child died on the fourth day. In another interest- 
ing’ case,—a baby of eleven months,—I gave all to- 
gether 420 c.c. of serum over a number of days and 
the baby apparently recovered. About twenty-one 
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days later it developed chills, high tempcrature; an- 
other lumbar puncture revealed the cell count to be 
32,000; the baby died about three hours after this 
relapse. 

I think if serum is begun early enough the mor- 
tality would be very much less than thirty per cent. 

DR. W. WARNER WATKINS, (Phoenix): There 
are two reasons why we get clear fluid, with low 
cell count early and sometimes late. The bacteria 
first invade the blood and then the meninges; 
there will be a stage of meningitis with hyperemia 
and edema of the meninges, prior to the exudate 
into the spinal fluid. I am sure the doctors have 
had some cases which they have seen in this stage, 
and it speaks well for their diagnostic ability to 
catch them then. 

Swelling and edema of the meninges blocks the 
passage from the surface of the brain to the spinal 
canal. At one puncture you may perhaps get a 
residue of spinal fluid below the cistern and at the 
next tap you will get fluid that has come down to 
take its place, bringing the cellular. exudate from 
the meninges. This is a good argument for cistern 
puncture, for the same thing could hapnen in re- 
verse direction; it could prevent serum from going 
up. In the cases where the spinal fluid is cloudy 
and then becomes clear, and the patient dies, the 
explanation undoubtedly is that there is organiza- 
tion of exudate over the brain, or infection is 
walled off in the ventricles or higher up, and the 
cells do not come down into the fluid. 

Cistern puncture will undoubtedly be more and 
more used. In a recent article the author says he 
is quite confident it will take the place of lumbar 
puncture eventually, not only in meningitis but 
where any puncture is required. It is not quite 
so easy but it is less dangerous, in many cases. 

DR. A. W. MATSCHKE, (Clemenceau): This 
discussion of clear spinal fluid brings to my mind 
a case which some of the men saw with me,—a 
baby sixteen days old. When I was called the baby 
had been sick for two days, with slight coryza, 
and had been having convulsions for fifteen to 
forty-five minutes, temperature 107. Dr. Powers 
did a spinal puncture that afternoon and report- 
ed fluid under pressure but clear. The tempera- 
ture came down gradually; about ten o’clock the 
baby suddenly died. It became quite rigid before 
death and bad bulging of the fontanel. Dr. Pow 
er’s diagnosis was cerebral hemorrhage. I would 
like to ask if that could have been meningitis. 

DR. F. I. POWERS, (Jerome): This fluid was 
clear to look at, but under the microscope showed 
a considerable quantity of old blood cells, a great 
many degenerated blood cells. I think the child had 
a cerebral hemorrhage. 

I might mention that we have two recent cases of 
meningitis here (Jerome) which developed this week. 
I would like to ask Dr. Jordan wher we may expect 
more cases to develop. How long has the incuba- 
tion period been? 

DR. JORDAN (closing): I knew this paper 
would bring out some interesting discussion be- 
cause we have had quite an epidemic. 

We should do at least two spinal punctures. We 
have seen the first puncture clear too many times 
to stop there. Ayer, as you know, is the father of 
cistern puncture. He began in Boston in 1929 to 
use this method. He has injected into the spinal 
canal of cadavers 20 c.c. of india ink, and found 
that the whole base of the brain was bathed in the 
ink where he used the cistern method. 

Concerning the clear fluid, in the case of a child, 
a fulminating case, which was posted while still 
warm,’a positive culture was obtained from the 
heart blood, the spleen and the base of the brain, 
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yet there was no increase of fluid at this time. 
Of course, if a spinal puncture had been done at 
this time, there would have been no increase ot 
pressure on cell count, but we find meningococci 
on culture from these places. And in another <ase, 
child died within twelve hours,—we took some heart 
blood and some spinal fluid, but not from the heart 
blood and some spinal fiuid and obtained a positive 
culture from the spinal fluid, but not from the heart 
blood. We doubted that this case was one of me2n- 
ingitis. 

In regard to this cerebral hemorrhage,—if the 
hemorrhage is so it can get into the spinal canal, 
of course you will get straw colored fluid and 
many times blood. I have seen many cases where 
two ounces of pure blood have been drawn out in 
spinal puncture. I think this case was one of 
cerebral hemorrhage. They do have high tempera- 
ture, especially towards the end. 

The incubation period of cerebro-spinal fever, we 
do not know. In some cases it is as short as one 
day and many cases four days after exposure. It 
is probably a fairly short incubation period. 

About when we may expect more cases. People 
don’t like to go to California because of poliomye- 
litis; it is a disease of the warmer months and 
people like to go to California in the warmer 
months. Meningitis is spread by carriers, and my 
theory is the same about Phoenix in the winte: 
time. 

It is a question to know how to handle these car- 
riers. It would be easier if we could find some way 
to diagnose them or treat them; like taking smears 
o: the posterior pharynx. But the organisms have 
ta be agglutinated to find whether or not they are 
virulent. 

Our means of vaccinating certainly has been 
disappointing in a number of ways, although we 
like to do something (and people demand that we 
do something). .It is a question whether the vac- 
cine gives any immunity. It has not been proven 
like the typhoid vaccine, and until we have some 
mee, of raising our resistance or developing an 
immunity, this disease is going to reapper. 


REPORT OF THE MEETING OF THE 
AMERICAN COLLEGE OF PHYSICIANS 
IN BOSTON, APRIL 9 to 13, 1929. 

M. K. WYLDER, M. D. 

Albuquerque, N. M. 

(Read at meeting of the Staff of St. Joseph’s Hos- 
pital, Albuquerque, N. M., May 21, 1929.) 

As I did not reach Boston until 12:30 of 
April 9, and the meeting started at 2:30, I 
did not get to the meeting in time to hear 
all of the first address of welcome, which 
was delivered by Dr. Christian of the Har- 
vard Medical School. 

Dr. A. S. Beggs delivered the address of 
welcome for Boston University. He mention- 
ed the fact that, when that great ship 
brought over the ancestors of over thirty 
million people, it had, among its passengers, 
Dr. Samuel Fuller, the physician, and from 
that time to this, Boston has been known for 
its illustrious physicians. Several early presi- 
dents of Harvard were physicians. The first 
medical school in America was in Philadel- 
phia; the second, in New York; the third, in 
Boston. The records of the early New En 
gland Female College, which was one of the 
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eariy medical schools in Boston, divided the 
women into two classes: the ladies who 
ra’sed funds for the school and the females 
who attended the school. Dr. Beggs made 
us all feel most welcome and invited us to 
visit any of the schools and hospitals and 
see anything they were doing. 

Dr. A. Warren Stern, Dean of Tufts Medi- 
cal College, stated that no shore was so 
chilly but it would be emotionally stirred by 
any organization headed by Dr. Martin; that 
they like to think of Boston as a stage on 
which New England displays its talents. He 
said that the descendants of the people who 
made Boston famous have migrated to all 
parts of the country; that, at the present 
t'me, one-third of the people in Boston are 
foreign born and two-thirds of them either 
are in foreign birth or their parents were 
born in some foreign land; that the old Bos- 
ton stock is scattered throughout the coun- 
try; that the emigrants who have recently 
come to Boston have the same stimulus as 
the old New Englander, as they have had to 
undergo hardships and privations and that, 
due to these hardships and privations, they 
confidently expect that their children will 
rise and that Boston will retain the suprem- 
acy it cla‘med in the old days. 

Dr. John M. Birnie, President of the Mass- 
achusetts Medical Society, stated it was a 
duty, as well as a pleasure, as president of 
the oldest medical society in the United 
States, to welcome this meeting of physi- 
cians. He emphasized the fact that the 
young men now are foing in for surgery; 
that they all want to be surgeons. He cited, 
as example, conditions in a hospital that 
was opened two years ago, in which there 
were places for twelve medical and twelve 
surgical internes. Before the hospital was 
op-ned, there was a waiting list for surgical 
internes, but now, after two vears, there 
has never been the full quota of medical in- 
ternes. 


Dr. Lincoln Davis, President of the Suf- 
folk District Medical Society, delivered an 
address of welcome in which he stated, in 
behalf of everyone who had not been heard 
from through representatives, that he want- 
ed to make us welcome and as much at 
home as we could be. 

Dr. Chas. F. Martin, President of the Am- 
erican College of Physicians and Dean of 
the Medical School of MeGill University. re- 
s-onced to various addresses. He said he 
ensidered it a great privilege to express his 
own avpreciation for the courtesies and also 
his avpreciat‘on of the very friendly rela- 
tionship that o»ta‘ned between the medical 
profession of the United States and that of 
Canada and especially between the medical 
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schools of the states. He said that we bow 
at the shrine of American medicine; he 
hoped our deliberations would be serious 
and tempered with kindly criticism, and de- 
clared that he saw no time so rich in pro- 
mise as today. 


Dr. Lawrason Brown, of Saranac Lake, 
spoke on “Tuberculosis; A Confession of 
Faith”. He stated: “Articles of Faith are 
of value to point out a ford across the water. 
There may be many fords, but the Articles 
of Faith of any one denomination point out 
their path across the waters”. He said that 
appearances of health do not exclude tu- 
berculosis. It must be kept constantly in 
mind in examining any patient. Tuberculosis 
is nearly always discovered before the twen- 
tieth vear. Exposure to cold, due to insuf- 
ficient modern dress, may be one of the 
causes of tuberculosis. A history of fistula, 
adenitis, pleurisy with effusion, temperature 
of blood are all things that point toward 
tuberculosis. 


Your patient, your family or your friend 
may contract it. The symptoms are many. 
Temperature and pulse may be normal; 
weight below normal. To fail to detect signs 
of tuberculosis may be forgiven but failure 
to make a careful examination cannot be 
forgiven by anyone. No single sign is 
pathormnomonic. Auscultation is most import- 
ant. Rales in the upper third of chest are 
exceeded only by the finding of bacillus tu- 
berculosis in the sputum. The x-ray is of 
definite help. Many of the newer signs, 
such as Pottenger’s muscle spasm, have not 
proved of value in the hands of others. The 
finding of tuberculosis bacillus is necessary 
to determine that the base of lesion is tu- 
berculosis. Stereo films are the only thing 
to rely upon. The fluoroscope often fails. 
When physical signs are not conclusive, the 
mottling of the stereo film is often of great 
value, and of considerably more importance 
in children than in adults. Laryngeal in 
filtration is suggestive evidence of tuber- 
culosis. Sero diagnosis is of no value. The 
points of value in making a diagnosis are, 
first: the finding of the bacillus tuberculo- 
sis; second, hemoptysis; third, pleurisy with 
effusion; fourth, moist rales in upper part 
of the lung: fifth, mottling on the film. 
Treatment demands little knowledge of drug's 
but much knowledge of the disease and of 
the patient. The time allotted is too short 
to go into all phases of treatment. The 
struggle is from diagnosis to death. The 
physician must have imagination, sympathy 
and, most of all, must realize his own limi- 
tations. Patients may recover anywhere; it 
matters more how they live than where they 
live. Stimulation, but not fatigue, and a 
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fresh air conscience are a great help. A 
permanent arrest follows effective treat- 
ment. Never consider a case as recovered 
under two or three years. Food should be 
taken to gain up to twenty pounds above 
the usual weight. If you want your patient 
to gain in weight, increase the carbohy- 
drates. Rest is efficient; if rest fails, wait 
on the chest phrenicotomy and thoracoplas- 
ty. Work should be commenced with great 
care. A change of food, change of climate, 
any change, helps. It is a crime to advise a 
patient to change climate without expert 
medical advice. Heliotherapy is of value; 
organotherapy is only of historical interest; 
Serotherapy has failed. Heavy metals are 
associated with great risk. 


Dr. Lewellys F. Barker, of Baltimore, dis- 
cussed the “Diagnosis of Milder Affective 
Disorders”. He stated that the feeling tone 
of patients is often overlooked and misun- 
derstood by the physician. The outspoken 
cases are recognized by everyone, but the 
milder depressive or expansive states are 
often missed. He gave, as an instance, a 
woman fifty-two years of age, who was 
nervous; unable to make decisions, with 
ringing in her ears, burning in the rectum, 
nausea. On close questioning, it was found 
she had suffered from despondency and in- 
somnia twenty-three years before. She was 
found to be a depressive type. She had been 
operated on to relieve the burning in the rec- 
tum; had also had a stomach operation, but 
had gained no relief. Her trouble was of 
the depressive type and nervous condition, 
which operations would not benefit. A finan- 
cier came to the hospital complaining of loss 
of vigor and interest. He complained of 
being much more depressed in the morning 
than in the afternoon; has a feeling of 
anxiety, thinks slowly, talks less; is given 
much to self-accusation. The expansive states 
are the exact counterparts of these depres- 
sive types or negative states. In the ex- 
pansive types, patients are over-optimistic; 
they have lost their sense of value. Money 
means nothing to them. They surprise their 
family and friends with their wonderful 
energy; they are capable of long concentrat- 
ed effort; they write many letters. The re- 
cognition of these affective disorders is of 
vast importance, much more than the treat- 
ment, because the treatment is nil. They 
run their course and have their periods of 
relaxation and exacerbation. Regardless of 
the treatment, the cases are not shortened. 
The first doctor who treats the case always 
gets a black eye and the last doctor, no 
matter what he does, always gets the credit. 


Dr. I. M. Rabinovitch, of Montreal, dis- 
cussed “Juvenile Diabetes”. His paper was 
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largely illustrated with tables, but his con- 
clusions were that, with children, using in- 
sulin, you can reduce the blood sugar and 
by keeping the blood sugar low constantly, 
not allowing it to come up in the night and 
come down in the morning, you can in time 
reduce the amount of insulin. You can bene- 
fit a high percentage of these cases and can 
cure quite a number. 


Dr. James E. Paullin, of Atlanta, Geor- 
gia, read a paper on “Glycosuria”. This paper 
also was largely slides and tables, but his 
conclusions were that glucose per se does 
not occur in the human urine; lactose and 
levulose do. 


Dr. M. C. Pincoffs, of Baltimore, discussed 
“The Clinical Aspects of Paroxysmal Hyper- 
tension. By paroxysmal hypertension he 
meant coming on suddenly: a sudden rise in 
the systolic pressure of as much as fifty mil- 
limeters, coming on in a half hour’s time. He 
cited different things which might cause 
this; namely, cardiac angina pectoris, ure- 
mia, eclampsia, asphyxia, gastric crises and 
paraganglioma of the adrenals. These tumors 
of the adrenals stimulate the vaso-constric- 
tors and there is great danger of apoplexy 
in these paroxysms. Many cases of apoplexy 
are caused by any condition which brings 
on a sudden rise in the blood pressure. 


Dr. A. M. Snell, of Rochester, Minn., dis- 
cussed the study of 100 cases of Addison’s 
disease. This paper was also largely of 
charts and tables and made a special study 
of the acidity of the gastric contents and 
found that in fifty per cent of the cases 
there was a complete an-acidity; low acidity 
in twenty-five per cent and normal acidity in 
the other twenty-five per cent. The only 
therapy he suggested was adrenalin therapy. 
Most of these cases died suddenly. They 
absolutely will not stand surgery and they 
all die. 

Dr. George R. Minot, of Boston, discussed 
the “Fundamental Nature of Deficiencies’. 
He stated that ill health arises from some 
essential lack of ingredient used in the man- 
ufacture of hormones, as a lack of vita- 
mines; a deficiency of vitamines and fluids 
in the food may give rise to many types of 
disorders. The diseases due to excesses are 
much better understood. The diseases due 
to a deficiency come on as a result of a 
lack running over a period of years before it 
manifests itself. If we study the dietary 
history of our patients, we will be able to 
ferret out many of these deficiencies. A 
great many people live on diets low in vita- 
mines. These deficiencies are more notice- 
able during the period of growth. Pale and 
undernourished children usually do not re- 
ceive sufficient vitamines. He cites the case 
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of a woman of 45 years, colored. She suf- 
fered from indigestion, loss of weight, an- 
emia. Her hemoglobin was 48. For years she 
had had practically no meat. She was put 
on a diet of liver, green vegetables and milk, 
and quickly recovered. Another case was 
cited: a man who had taken a great deal of 
broth complained of cardiac asthma, diar- 
rhea and nausea. He was found to be an- 
emic, with a low hemoglobin. This man 
was placed on a liver ration and he has been 
well for one and one-half years. Anemia and 
indigestion can often be alleviated by the 
proper diet. Inability to obtain proper food 
may cause pernicious anemia. Liver diet, 
in pernicious anemia, brings up the blood 
count, relieves the peripheral neuritis, but 
the achylia gastrica does not improve. In- 
fections lower the sugar tolerance and are 
the chief cause of lowered blood count, in 
diabetics. Degrees of deficiency vary in 
individuals and each case is a law unto it- 
self. Attempt to make the blood count nor- 
mal. Many types of deficiency occur in 
man and should be corrected. 


“The Pathology of Deficiencies”, by S. 
Bert Walbach of Boston. He said this sub- 
ject was entirely too large to cover. Many 
of these deficiencies have certain things 
in common as sterility in both sexes due to 
a lack of vitamine A and E. The anti-steril- 
ity vitamines are found in butter, cod-liver 
oil and the germs of seeds. If deprived of 
these vitamines over a stretch of one or two 
generations, the offspring become sterile. 
Vitamine B has been divided into three sub- 
classes and it’s likely that what we have 
considered as vitamire B is in reality three 
different vitamines. Beri-beri in man can 
ibe cured in a few hours by the use of 
vitamine B. Rickets—vitamine D. Changes 
in animals are practically the same as in 
humans. Cannot get material in many of 
these cases as very few of them die. 


“Pernicious Anemia”, by Randolph West, 
of New York. The idiopathic anemia af- 
fects the gastro-intestinal tract, the blood 
and the central nervous system. Achylia 
gastrica, with a complete absence of acid, 
has been reported by numerous workers. The 
achylia antedates the anemia. With the 
liver diet, the blood is built up but the 
achylia persists. The b'ood cholesterol is 
reduced, the blood improves. The marrow 
also hecomes normal on feeding of liver, the 
blood cells become practically normal. Short- 
ly after beginning the liver diet, these pati- 
ents will develop a diuresis and the edema 
disappears but the achylia persists. Tape- 
worm is another common cause of anemia. 


Dr. William James, of the Panama Canal 
Zone, gave a paper on “Amebiasis”. He stat- 
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ed that there must be two types of amebae; 
in fact, there are two types, one that is 
pathogenic and one non-pathogenic. It is 
impossible to distinguish the pathogenic 
from the non-pathogenic. His paper was 
illustrated with several hundred slides show- 
ing conditions in the intestinal mucosa in- 
fected by the ameba. He stated that he did 
not feel that he belonged on the program 
with Deficiency Diseases unless it was that 
the ameba certainly caused a great deficiency 
in the intentinal mucosa. He had slides to 
show how the amebae had buried themselves 
in the sub-mucosa and the muscular coats 
of the intestines, making it impossible to 
scare them out with a few doses of emetine. 


Dr. Frederic Lord, Massachusetts General 
Hospital, showed some cases of pulmonary 
and bronchial trouble. He states that sup- 
purative lesions of the lung should be x- 
rayed, bronchoscoped, examined for spiro- 
chetes, tuberculosis and elastic tissue. He 
does not advise the use of Lipiodol as, he 
stated, there is danger of planting infection 
in healthy tissue and the information gained 
by it is not valuable. Lobectomy is advised 
only when the trouble is confined to one 
lobe; incision and drainage in some cases; 
thoracoplasty in others. Pneumothorax is 
not applicable to chronic, suppurative pro- 
cesses. Simple phrenectomy, without re- 
moving any part of the nerve, hoping that 
the nerve will regenerate and reunite and 
then you can tell whether it did any good 
or not. Lung abscesses that last over eight 
weeks do not heal spontaneously. Spirochetes 
are frequently found in suppurative pul- 
monary processes; he does not know whether 
they are the cause or simply an incident. 
Has used salvarsan without any benefit. 
Bronchoscopy helped because it helped to 
establish drainage. 


Dr. James E. Paullen, of Atlanta, Ga., dis- 
cussed several cases of Luetic Heart. He 
stated that the pupils do not react; that 
dyspnea, pain over the second intercostal 
space in the aortic area, increased percus- 
sion area, a blow over the aortic area trans- 
mitted down the border of the sternum, are 
all signs that look suspicious. Wassermann 
helps but will be negative in twenty per cent 
of these cases. For treatment, he advised be- 
ginning with mercury and K.I.: the mercury, 
intramuscularly ; the K.I. by mouth, and then 
bismuth for at least six months before us- 
ing arsphenamine. If you use arsphenamine 
at first, there is grave danger of killing 
your patient. 

Dr. Howard B. Sprague, at the Massa- 
chusetts General Hospital, showed several 
cases of angina pectoris and stated that 
cervical sympathectomy had not proven of 
value. He said that the alcohol injection in 
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the para-vertebral space had given more 
relief. Removal of the dorsal ganglion also 
gave relief. He showed the case of a girl 
who had suffered for years with pericarditis 
and serositis of the pericardium, in which 
the pericardium was removed, and fat laid 
over the heart. This girl is able to swim, 
oa and do practically anything any girl 
oes. 


Dr. Walter Bauer showed a case of para- 
thyroid tetany and a hypoparathyroid show- 
ing Chvostek’s sign and carpopedal spasm, 
serum calcium low, serum phosphorus high, 
the metabolic rate low and profuse sweat- 
ing. For treatment, raise the serum calcium 
by the use of parathyroid extract and give 
calcium salts. Enough parathyroid extract 
to keep your patient comfortable costs about 
ten dollars a day. Calcium chloride intra- 
venuously is most effective way of raising 
the calcium. 

Dr. Dwight L. Cisco showed a case of 
acromegaly, who was not tall because her 
trouble did not come on until after the union 
of the epiphyses. She had the large head, 
broad nose and large, thick, stubby hands. 
Also a case of Froelich’s disease: A fat boy 
who weighed 32 pounds at six months. His 
memory is poor, does not play with other 
children. He is content to sit in a corner and 
read or muse. Shows sexual infantilism, and 
the axillary fold and abdominal girdle; long 
tapering fingers: low metabolic rate. The 
sella is very small; visual field normal. An- 
tuitrin does not give any permanent relief 
in these cases; in fact, there is practically 
no treatment. 

Dr. W. L. Holman, of Toronto, gave a 
talk on “Fatigue and Infection”. His talk 
brought out the fact that fatigue in a cell 
makes microbic invasion easier. The port of 
entry is through the mucous membrane. He 
cited an experiment with rats who were fed 
meal containing bacterial cultures and died 
as a result of it. The same amount of meal 
was fed to rats that were not fatigued and 
they were able to throw off the infection. 
He cited many instances but the principal 
point that he brought out in all of them 
was the fact that fatigue makes us much 
more susceptible to infections and that the 
constant sources of infection have their on- 
portunity of invasion when the person is 
fatigued. 

_Dr. O. H. Perry Pepper, of Philadelphia, 
discussed “The Relation of Neisserian In- 
fection to the Various Tynes of Arthritis”. 
He stated that it is a difficult thing to tell 
whether arthritis is Neisserian or not; that 
frequent!y polyarthritis is found to be Neis- 
serian the former opinion being that Neis- 
Serian arthritis was always limited to one 
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joint and that, unless associated with acute 
Neisserian infection, it was almost impos- 
sible to tell. He stated that primary articular 
rheumatism seldom occurs after twenty years 
of age and it occurs about equally in males 
and females. The presence of endocarditis 
accompanying it argues for a rheumatic pro- 
cess. The same also applies to pericarditis. 
The complement fixation test is of valune; 
however, you may be led astray on that, as 
a positive test may be the result of a vaccine 
that has been given previously. Joint punc- 
ture is not found to be of value. Biopsy may 
give information. Salicylates give much 
more relief in rheumatic types than in the 
Neisserian. In other words, it is very dif- 
ficult to be sure whether you have a true 
Neisserian arthritis or whether it is a rheu- 
matic condition. 

Dr. Harlow Brooks, of New York, dis- 
cussed “The Treatment of Angina Pectoris”’. 
He stated that angina pectoris is not a dis- 
ease but simply a symptom complex; that 
the lesions may and do exist a great deal 
of the time without any symptoms; that 
these symptoms are dangerous when the 
cause is a dangerous one. They may be 
caused by coronary thrombosis, aortitis, 
myocarditis. The symptoms are produced 
by nervous irritability. The basic patho!ory 
is cardiovascular lesion. Over-exertion in 
these cases is very dangerous; adequate ex- 
ercise is to be encouraged. Excesses of all 
kinds should be prohibited. Emotional stress-, 
es should be avoided. Habits of health and 
adequate sleep are necessary; in short, be 
temperate in all things. Infections should 
be treated carefully and early. Immunize 
against typhoid fever and other infections. 
Taking vacations is a great help. Old men 
who try to play tennis with their sons, out- 
jump or out-swim them, often hasten their 
own deaths. Early recognition of syphilis 
should be followed by treatment with mer- 
cury and iodides. Early cases can be cured, 
late cases can be helped, but don’t use sal- 
rarsan. Rheumatic infections lead to these 
troub’es. Salicylates and colchicum are of 
ereat help. He sees no objections to the 
moderate use of tobacco and recommends a 
drink of whiskey at bed time for those sub- 
ject to nocturnal attacks. Determination of 
the amount of rest required calls for an 
intimate knowledge of the patient. Give 
nitrites both at the time of the attack and 
between attacks. Digitalis often makes them 
worse. Caffein helps in small doses and also 
strychnine in small doses. Diet is unimport- 
ant. Surgery fails as often as medicine in 
these cases. Removal of the sympathetic 
ganglion gives some relief, but usually short- 
ens life, as, after the removal of the gan- 
glion, no warning is giving of impending 
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danger and the danger is approached blind- 
ly. This operation, if performed, should be 
done by a neural surgeon and one who is 
thoroughly familiar with the dangers con- 
nected therewith. 


‘The Coronary Problem”, by Dr. Arthur 
K. Elliott, of Chicago. Coronary pathology 
my exist, and often does, without any signs 
or symptoms. Next to the aorta. the coronary 
is the artery most often affected. Heart 
muscle weakness more often occurs from 
coronary patho'ogy than any other cause. 
Sone cause great pain and others none. 
After the obstruction has come on, new 
an.stomosis seems to help. In these cases of 
anrina pectoris the electrocardiogram will 
inicate muscle lesions. If we live long 
encugh, we will develop coronary troubles, 
bu’ our hearts are no older than the rest of 
our bodies. Every man above forty is either 
a fool or a nhysician. He either takes advice 
an’ takes the best care of himself, or goes 
on like a fool to his death. Tachycardia 
coming on after middle life should make us 
loox for the cause and make us look out. 
These cases require careful study. 


Dr. Lewis A. Conner, of New York, dis- 
cussed the Clinical Aspects of Trichiniasis, 
stat ng that most cases are isolated or spora- 
dic: that the onset often resembles typhoid 
fever. The fever begins somewhat abruptly 
and runs from ten days to several weeks and 
then goes down by lysis. Muscular pain 
may be great, mild, or absent. There is also 
a cough and sweating. No one of the above 
symptoms is essential. After the _ initial 
gastro-intestinal attack there may be no 
fever. Eos‘nophilia is usually, but not al- 
ways, present. Ecsinophilia may remain low 
for weeks and then increase suddenly. The 
Wida! test is often positive. Some cases re- 
semb'e meningitis; others show throat symp- 
toms with edema of the glottis, edema of 
the eyes and face. Epigastric pain is the 
chief symptom. 

Dr. Austin F. Riggs, of Stockbridge, Mass., 
discused “Psychiatry in Re'ation to Medi- 
cine”. He stated that psychiatry is a major 
expression of neurology and should be spok- 
en of as neuropsychiatry. Psychiatry may 
play an important part in every disease. 
Medicine needs a full partnership with psv- 
chiatry. You may neglect the orthopedic 
features of the disease but not the psychia 
tric, fer the patient’s personal reaction de- 
termines the outcorre. He cited the case of 
a patient much depressed, with duodenal 
ulcer. The uleer was removed, but the de 
pression did not recede. Patient was sent 
home and died from her most important 
d's ase by suicide. Neurosis, neurasthenia, 
Is a poor diagnosis. Psychiatry can help 
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medicine. How? Teach more neurology and 
more neuropsychiatry in the medical schools ; 
educate physicians at large; urge the 
members of the medical profession to read 
reports with particular reference to nervous 
conditions. More hospital beds are filled by 
nervous and mental cases, in this country, 
than by all other causes. 


Dr. Alfred S. Warthin, of Ann Arbor, 
spoke of “Syphilis of the Adrenals and its 
Relationship to the So-called Idiopathic Ad- 
dison’s Disease”. Hypo-adrenalism is not 
noted by clinicians. Simmons showed that 
the adrenals were often affected in syphilis. 
About fifteen per cent of Addison’s disease 
were caused by syphilis and many of the so- 
called Addison’s disease cases are cases of 
syphilis. His conclusions were that a large 
per cent of the cases of Addison’s disease 
were really syphilis of the adrenals. 


Dr. R. I. Rizer, of Minneapolis, discussed 
a case of Syphilis of the Lung, in which he 
made the diagnosis and the autopsy findings 
proved his diagnosis correct. 


At the Boston Children’s Hospital, Dr. 
Osgood. Orthopedist, showed a number of 
cases of hone sepsis, in which he stated he 
thovght they had gotten better results by 
conservation, waiting until the suppuration 
had pointed, so that the pus could be re- 
moved by what he ca'led a simple medical 
incision. He said that above all you must 
observe the constitutional trend of the pa- 
tient, and if he seems to be vetting along 
nicely, be conservative, but if he starts the 
other way, it is time to act quickly. 

Dr. Cook showed a case of a Foreign Bodv 
in the Esophagus, a case of Acute Edema of 
the Lung from Ananphylactic Shock, and a 
child with Encephalitis due to Lead Poison- 
ing. It was found that the child had been 
eating raint off the furniture. Death in these 
cases is a respiratory death. They can be 
helped with magnesium s"lynhates; however, 
magnesium may prove dangerous, so you 
should alwavs have calcivm ch'oride on hand 
when using it, as they are absolute antagon- 
ists. Use magnesium sulnhate by mouth and 
intravenuously. The action is sedative and 
it also dehydrates. Moving pictures were 
shown of different types of acidosis and 
tetany, showing a child brought in in a state 
of coma from diabetes. They showed the 
treatment and the same child the next day 
heating on a drum. There were also moving 
pictures of a case of tetany, different types 
of encephal'tis and a case of meningitis. In 
this way the most typical cases are pre- 
served and can be shown at any time by 
putting them on the screen. 

Dr. Bronson Crothers spoke of Neurology 
in Children, stating that neurologists like to 
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name the degeneration syndromes. He said 
syndromes do exist but are not important. 
Many infections hit the child and leave the 
nervous system damaged and the need is to 
fix it. He prefers the physiological diagnosis 
to a diagnosis of syndromes. Birth injury 
is one of the common things that cause 
neurosis in infants. Spasms, paralysis and 
difficulty of control with the use of obstetri- 
cal forceps and the result of long, hard labor, 
tear the tentorium, which gives a hemor- 
rhage around the basal ganglion and will give 
a muscle uncertainty. If the hemorrhage is 
around the cortex, the mentality will be af- 
fected. 


Dr. Harry C. Solomon, of Boston, discuss- 
ed “The Treatment of General Paresis’. He 
said that not all forms can. be arrested. If 
treated early they can be arrested. Mercury 
and iodides and salicylates will arrest a 
good many of these cases. Ventricular in- 
jections have made_ spectacular arrests. 
Thirty per cent of these are benefited by 
malaria. Tryparsamid helps, perhaps, a little 
more than the malaria. Cases of the more 
malignant types of nervous syphilis can be 
arrested. In an occasional case, a combina- 
tion of malaria with typarsamid will be 
found better than either one alone. These 
are not valuable in the later cases. One pa- 
tient received 183 injections of tryparsamid 
in five years. It does not seem to have any 
cumulative effect. 

Dr. Arthur H. Ruggles, of Providence, 
discussed “Psychiatry’s Part in Preventive 
Medicine’. He said that nervous diseases are 
not increasing, but more cases are being rec- 
ognized today than formerly. We should 
study the patient’s mind as well as his body. 
Focal infections should not be neglected but 
there is danger of over-enthusiastic physi- 
cians exaggerating their importance and 
making neurasthenics of their patients. Psy- 
chiatry has a great mission in medicine in 
bringing about a better understanding of 
the patient’s personality. Adjust the pa- 
tient’s personality as early as possible. Some 
of our large universities have full time 
psychiatrists. He cited the case of a fresh- 
man student who could not sleep. Upon in- 
vestigation it was found that his father had 
broken down. The psychiatrist succeeded in 
encouraging the boy and got his mind off 
his troubles and he was able to complete his 
course. It is not so much a question of rec- 
ognizing a disease as it is of recognizing 
conditions. 


Dr. R. Cook, of New York, spoke of “De- 
layed Hypersensitive Reactions in Man’, 
giving instances of people who had been 
eating a certain food for a long time with- 
out any reactions and then developed severe 
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reactions. He spoke of a woman who hed 
been eating pork all her life when sudden y 
she developed an edema for which thy 
could give no cause. After checking up tle 
various foods she was eating, they suspect- 
ed the pork. She left off eating pork and t e 
edema disappeared. After a few weeks se 
ate pork again and the edema returne |. 
Another woman, who developed urticar ., 
had been eating chocolates all her life. Bei: g 
unable to lay it to any other food, they c it 
out the chocolates and the urticaria disa )- 
peared. When she started eating chocolat 's 
again, the urticaria returned. Dr. Cook cit d 
instances where various other foods, is 
clams, had done the same thing, but he < '- 
fered no explanation as to why this sen: i- 
tiveness developed; in fact, the only expla 1- 
ation he offered was that it was a delay d 
hypersensitiveness that came on after a 
long time but, once it was established, it 
was permanent. 


Dr. J. B. Herrick, of Chicago, discussed 
“Acute Coronary Obstruction”. He said that 
patients have died but the subject lives; that 
he had had several cases that lived long 
enough for study. In many of these cases, 
the sign is simply a very slight pain, like a 
stitch pain, which lasts for a short time and 
then disappears. This is, likely, a thrombus 
in some of the smaller branches of the cor- 
onary artery. Many of these cases never 
even see a doctor. One man had noticed a 
slight pain, in the left side of his chest, at 
repeated intervals, for two or three days. 
He thought it was of no consequence; how- 
ever, he told his family about it. After three 
days, while walking down the street, he 
dropped dead. A woman who had been in bed 
on account of pre-cardiac pain, awoke in the 
morning and said she was feeling better; 
she got up, fixed her own hair, ate a hearty 
dinner, then lay down to take a nap and was 
found dead in bed that afternoon. Some of 
the most serious cases have very little pain. 
A marked drop in blood pressure is very 
significant and a great aid in diagnosis. 
Diagnosis is difficult in a patient with gall- 
stones and coronary trouble. One patient 
with gall-stones died on the table during a 
gall-bladder operation. The autopsy showed 
occlusion of the coronary artery, but the 
gall-bladder pathology was also there. I[n- 
fection with arteritic changes, is a usual 
cause. The picture must not be drawn with 
too definite lines, you must allow for many 
differences. If we only keep this in mind, 
we will recognize these conditions earlier. 


Dr. David Riesman, of Philadelphia, spoke 
of “The Failing Heart of Middle Life’. He 
said that many men go to pieces at fifty. 
What causes this? Middle life is a phys- 
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iological period. Men are trying to push it 
on to later years and women are pushing it 
forward. The increase in deaths at this age 
js due to myocardial failure; syphilis and 
rheumatism play a small part. Worry, over- 
eating and loss of sleep are also factors. 
Focal infections, over-exercise, excesses of 
any kind, also hereditary constitutional fac- 
tors are of great importance. Familial ten- 
dencies, family history, myocarditis and 
myocardosis, shortness of breath. A myo- 
cardial patient has a cough. A digestive type 
of patient, with a poor appetite, is diagnosed 
as stomach and liver trouble because he 
ins sts on it being called that. He was given 
dig talis, rhubarb and soda and got better 
at once. More heart cases are without val- 
vular trouble than those that have it. In 
the oppressive type we have a galloping 
rhythm. A double sound indicates a myo- 
cardial disease. The electrocardiograph may 
leai you into error. It is something like a 
Wassermann. If the cardiograph indicates 
trouble, it is there, and if it does not indi- 
cate trouble, the trouble may be there any- 
way. If your family history shows a tend- 
ency to heart trouble, don’t use tobacco. 
Treatment should consist of absolute rest 
in bed for at least four weeks; light diet 
of 1200 c.c. of milk, water and orange juice 
with sugar. Chewing gum helps the dry 
mouth. Morphine quiets patients better than 
anything else. Don’t use digitalis until the 
acute symptoms have abated. Caffeine and 
sodium benzoate are good. Encouragement is 
the most important factor in the treatment. 
First have the patient rest, then sit up for 
a few minutes, then out on the porch, but 
advance very, very slowly. 

Dr. George Blumer, of New Haven, dis- 
cussed “Undulant Fever in the United 
States”. He said that it seems to be present 
in every state in the Union and seems to he 
independent of the goat. Some cases were 
traced directly to cow’s milk in cows affect- 
ed with bacillus abortus. Many cows, all 
over the country, are affected with bacillus 
abortus. Undulant fever is most common 
among children. Cultures of the organism 
are dangerous. It is difficult to distinguish 
the bovine from the porcine types. Most 
cases studied have been of the porcine type. 
Dr. Blumer believes that many of the cases 
of obscure fevers that last a long time have 
been of this infection. 

Dr. Benjamin White, of Boston, discussed 
“Vaccines and Serums”. He stated that the 
acne vaccine has a low antigenic index and 
its action is slight. Many people seem to be 
benefited by the cold vaccines, others do 
not. Some people who use them escape colds, 
not because of them, but in spite of them. 
Colon bacillus vaccine: Colon bacillus is a 
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member of a large family: the autogenous 
vaccines are much more valuable. The com- 
bined vaccines for cellulitis and infections 
seem to be a hit or miss remedy. Diphtheria 
toxin for use in making Schick test, must be 
frequently made and always kept cold. Al- 
ways make a Schick test six months after 
giving T.A.T. In the use of T.A.T. Toxoid 
and Anti-Toxin give the dose exactly ac- 
cording to directions. There has been much 
discussion as to whether these injections 
leave some children allergic or not; that 
question is not yet settled. Goat serum is re- 
commended by some in the place of horse 
serum but Dr. White says that goat serum 
gives a worse reaction than horse serum. 
Gonorrheal vaccine will not arrest acute 
process. There is much discussion as to the 
benefits of pertussis vaccine. Many believe 
that it does not prevent, but that perhaps 
it modifies and shortens the course of the 
disease. The results are not spectacular. 
Vaccine to prevent pneumonia may confer a 
slight immunity, but the action is uncertain. 
Rabies vaccine, when used as soon as a per- 
son is bitten, works well; however, if the 
wounds are severe, use the twenty-one dose 
course. Rabies vaccine on dogs often fails 
and gives a feeling of security which is 
false and very dangerous. In immunization 
against scarlet fever, the Dicks claim five 
doses will produce immunity for three years. 
It sometimes gives a severe reaction and a 
prophylactic course immediately after ex- 
posure may precipitate an attack. Vaccine 
virus for smallpox is absolutely dependable. 
Septicemia is not benefited by vaccines. 
Tuberculins: The B.C.G., given subcutane- 
ously, helps some perhaps, but it has not 
been used long enough to draw conclusions 
concerning it. Typhoid vaccine as a prophy- 
laxis does the work but it should be re- 
peated often. Vaccines are made for every- 
thing, but lots of them are no good and 
many of them will fall into disuse. Serums 
can be evaluated more efficiently. Polio- 
myelitis convalescent serum, if given early, 
gives good results, but will not remedy any 
injury to the cells. Anti-measles serum is a 
goat serum from Tunnicliff’s organisms and 
seems to help. Convalescent serum is of 
value and dependable. Meningitis serum is of 
value. It is polyvalent and should be given 
sub-durally at the earliest possible moment 
and under serological control. Antipneumo- 
coccus serum: Types I and II, are of value 
if given early. Antistreptococcus serum is of 
value. Antivenom serum is of value if given 
at the earliest possible moment. Scarlet fever 
antitoxin, if given early, is of help. Do not 
give it after the rash has faded. Normal 
horse serum is used for hemorrhages and 
burns. Burkhog’s serum for erysipelas is 
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valuab'e. Physicians cannot expect more of 
these serums than the manufacturers claim 
for them. 


Dr. Osgood, of the Children’s Hospital, 
discussed “Tuberculosis”. He said that, from 
1850 to 1880, the death rate was over four 
hundred per hundred thousand; now, it is 
less than one hundred per hundred thousand. 
This is the result of education and the re- 
sult of prevention, rather than of the meth- 
ods of curing. Half the beds in the ortho- 
pedic ward, twenty-five years ago, were 
filled with tuberculous conditions; today, 
he has only one case of tuberculosis in all 
their wards. The first duty of a surgeon is 
to do no harm. He said that the diagnosis 
of these cases by Von Pirquet’s skin reac- 
tion is very reliable. Biopsy should never be 
done, for the incision often breaks down 
tissue, planting a second infection which 
spells the doom of the patient. Heliotherapy 
gives the greatest hope. The treatment is 
rest, complete and persistent; keep the joint 
quiet while there is muscle spasm and heat 
when this clears up, then permit slight 
movements. For abscesses, don’t incise free- 
ly, but aspirate. Don’t put in irritants; give 
them a chance to go down. Remember Pare’s 
dictum, that he treated the cases, but Ged 
healed them. 

Dr. McCann, on “Poliomyelitis”: You 
must recognize it in the pre-paralytic stage 
to get results. Convalescent serum is the 
only hope. Sixty per cent respond and forty 
per cent do not; of those, twenty per cent 
are of the dromedary type. Twenty per cent 
of those who developed no paralysis had the 
five day fever. Meningismus is most difficult 
to exclude. Meningismus does not give an 
increased cell count. Treat every pre-paraly- 
tic case. The cases treated with serum only, 
showed ten per cent as much paralysis as 
those cases that were not treated with serum 
and the treated cases showed paralysis in 
direct proportion to the amount of serum 
used. How to get convalescent serum and 
have it on hand is the big problem. He 
states, they keep track of their polio cases 
and, as soon as they are well enough to spare 
a little blood, get it and keep the serum 
ready. They bleed their patients after all 
symptoms have disappeared and the blood is 
potent for years. 


Dr. Ely showed a number of cases of 
hemophilia in which he is keeping the co- 
agulation time down by intra-dermal injec- 
tions of one-tenth c.c. horse serum. By hav- 
ing them come to the clinic regularly for 
this injection, he can keep the coagulation 
time down to normal limits. One boy who 
came in only when he got into trouble, bit 
his tongue and bled for three weeks. Horse 
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serum stopped it. If the patient becomes <e- 
sensitized to horse serum, change to goa‘’s 
serum. 

Dr. Henderson showed several cases of 
empyema. Diagnosis is easy, both by physi- 
cal signs and x-ray. First try closed drain- 
age, if this fails, then try rib resection. 

Dr. Strange showed several cretins. The 
treatment is thyroid extract. The resu ts 
depend on how early the treatment is begun. 

Dr. Boty showed several cases of Bani.’s 
and splenic anemia. Splenectomy gives tie 
best result in these cases. He showed seve'al 
cases that had been operated on several 
years ago and they were getting along wl. 

Dr. Bronson Crothers presented soe 
cases of birth injury; a breech case present- 
ing a brachial palsy. The main treatment in 
these cases is to prevent contractures. 

Dr. Cecil Drinker, of Boston, spoke on 
“The Treatment of Acute Asphyxia”, em- 
phasizing the importance of adding ten per 
cent of carbon dioxide to the oxygen for the 
purpose of stimulating the respiratory cen- 
ters. 

Dr. Walter W. Palmer, of New York, spoke 
on “The Significance of Abnormal Metabolic 
Features in the Management of Thyrotoxi- 
cosis”. He said that in some hospitals all the 
thyroid cases are sent in on the surgical 
side, in others they are sent in on the medi- 
cal side and transferred to the surgical as 
the case warrants. The important point in 
deciding as to whether they are medical or 
surgical is in the metabolic rate. He cited 
one patient with a metabolic rate of plus 
30, who was operated on and recovered. An- 
other patient in the same ward, with a meta- 
kolic rate of 45, was put to rest and the 
rate fell to normal. This showed that the 
case with the highest metabolic rate was 
in much better physical condition and re- 
covered without an operation. He stated 
that phosphorus and creatin play an im- 
portant part in the metabolic rate in goiter 
cases. Muscular weakness is a _ constant 
symptom. He cited the case of a Jewish 
school girl who had a high metabolic rate. 
who was put on a free diet and creatin and 
luminal. She was soon able to be about and 
able to take up her studies. In some cases 
calcium is deficient and for these he uses 
calcium iodide with radiated ergosterol. 

Dr. George Bigelow, of Boston, spoke on 
“Can or Will the Internist Practice Preven- 
tive Medicine”. He stated that the preven- 
tative medicine man stood, according to his 
opinion, in the same relation to legitimate 
medicine as an illegitimate child at a wed- 
ding. He said some physicians still adv's 
against the use of typhoid prophylaxis, 
others still advise against the use of T.A.T., 
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while diphtheria kills more children than the 
automobile. He stated that the safety of the 
milk supply is delayed by the action of 
medical men. The internist is a descendant 
of the old family physician. In some com- 
munities the practice of medicine is con- 
fused, by the laity, with birth control, as 
their principal business is birth control. He 
cited the case of one man who went to the 
clinic for an all around examination. The 
man claimed that all he got out of it was 
that he was told to have his tonsils removed 
and several doctors had already told him to 
have that done. The medical man can prac- 
tice preventive medicine if he will, but will 
he? 

Dr. W. W. Herrick, of New York, dis- 
cussed “Factors in the Prognosis of High 
Blood Pressure”. He said he divided the 
cases of high blood pressure into primary 
and secondary types. The primary type is 
that not associated with any other condition. 
The secondary types are those that are as- 
sociated with other conditions. These early 
cases often complain of headaches of the 
migraine type, flushing of the face, peculiar 
responsiveness of the emotion. Auricular 
fibrillation is a bad omen. Mitral insuffici- 
ciency with hypertension, aortic insuffici- 
ency, lues with hypertension, are all bad. 
Aortic stenosis is not of much importance. 
Thickening of the large peripheral arteries 
does not give a bad prognosis. Hypertension, 
however, with a high diastolic pressure is 
bad. Tortuosity of the retinal vessels, varia- 
tions in the caliber of these vessels, is im- 
portant. These are often syphilitic. Varia- 
tions in the visceral circulation are import- 
ant. The height of the blood pressure plays 
little part. Organic changes are of much 
more importance. 


“ 


Lead Poisoning from Snuff”, by Dr. R. 
J. Reitzel of Galveston, Texas. He reported 
several deaths from lead poisoning from the 
use of snuff. He called attention to the fact 
that snuff takers might develop lead poison- 
ing. 

Dr. George E. Pfahler, of Philadelphia, 
discussed the results to be expected in “Ma- 
ignancies Treated by Radiotherapy”. He 
had gathered together a great deal of data 
and tables of all which tended to show that, 
in the treatment of malignant diseases at 
any stage of the game, radiotherapy gives 
a much higher percentage of cures than 
surgery. 

Dr. Homer H. Swift, of New York, dis- 
cussed “Rheumatic Fever’. He took the 
ground that polyarthritis is not an acute 
disease, but that it is chronic disease, a 
chronic disease with acute exacerbations; 
that drugs do not cure this disease but will 
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remove some of the symptoms. By giving 
salicylates or neocinchophen, the patient 
will be greatly relieved of symptoms, but the 
pathology still exists. He took the ground 
that these exacerbations may possibly be 
an allergic reaction to the products of the 
infection and he thought we should consider 
rheumatism as a chronic disease something 
like tuberculosis. 


Dr. Chas. Hugh Nielson, of St. Louis, dis- 
cussed “The Problem of the Nervous Pa- 
tient”. He said that we should consider the 
emotional element in classifying patients. 
A large number of our patients are nervous. 
The term neurosis is a catch-all for cases 
not easily classified, but perhaps all of us, 
at times, classify as neurotic cases that have 
an underlying physical basis; that these 
patients are self-centered and they think the 
physician does not understand them. They 
present an autonomic imbalance. It would 
be interesting to know what part the phy- 
sician plays in causing these cases; what 
part the vicissitudes of life play; what part 
heredity plays and what part previous dis- 
eases play. He said that the proper study of 
man is man. He fears that our specialists 
get so rapt up in their own specialty that 
they cannot view the body as a whole; they 
get so interested in a disease that they for- 
get the man—the patient. There are now 
forty specialties and, while he believes in 
specialists, he also believes in alive, wide- 
awake general practtioners. Now what about 
the patient? We as physicians make many 
neurotics by our methods of diagnosis. A 
patient goes to an expert for three or four 
days and then back to an internist for a 
report; he becomes introspective; he be- 
comes discouraged and becomes a neurotic. 
A young Jewish lawyer was labelled an en- 
docrine case by one man, a gastric ulcer 
case by another, and still another diagnosed 
appendicitis. The fact was, he had none of 
these conditions. These patients are sus- 
ceptible to suggestions; and who is not? 
First impressions are often correct and often 
they are not, if the examination does not 
reveal the diagnosis. If the diagnosis is not 
carefully handled, neurotic symptoms will 
be developed. The fundamental purpose is 
accuracy. The diagnosis of many diseases 
requires accuracy. The physician who is not 
afraid to say “I don’t know”, will do his 
patient more good than the one who evades 
the question. Popular medical instruction 
causes some neurotic cases. Following can- 
cer week in St. Louis, there was a big crop 
of medical cancer. There is a question 
whether the decrease of tuberculosis is due 
to the better education of the public or the 
education of physicians. 

Dr. L. H. Hewberg, of Ann Arbor, dis- 
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cussed “Endogenous Obesity”. He stated 
that it is an absolute misconception. Obesity 
is caused by an inflow of energy greater 
than the out-flow. Normal persons store 
energy. Hunger notifies us when we need 
food and a sense of satisfaction notifies us 
when we have had enough. Obese people 
disregard this signal, as they enjoy the 
table. Heredity obesity is a fallacy. Pleasure 
seeking, alcoholism, tend towards obesity. 
A diminished basal rate, with diminished 
activities, tends to the accumulation of 
energy. His conclusions were that obesity is 
never directly caused by food habits, but by 
more food. 





INTERMITTENT ORTHOPNEA WITH 
WHEEZING 
(Discussions of Case 14401, Case Records 
of the Massachusetts General Hospital, New 
Eng. Jr. of Med., Nov. 22, 1928, p. 1053.) 


CASE RECORD 


A married Italian woman forty-nine years old 
came to the Emergency Ward December 8. The 
complaint was dyspnea. An imperfect history was 
obtained from her son, as the patient spoke no Eng- 
lish. 

Ten years she had swelling 


before admission 


of the left leg, not of the right, with some dyspnea, 
tachycardia and palpitation on exertion. 


She con- 
tinued to do hard housework, although at the end 
of the day she was unusually tired. She had occa- 
sional headache but no dizziness. From time to time 
the leg would be less _ swollen and she would tire 
less easily. About once a year her physician put 
her to bed for a week or two. Six months before 
admission her blood pressure was 230. Since that 
time her urine had shown albumin. Three months 
before admission she began to be tired all the time. 
Her left leg became more swollen and her right leg 
began to swell also. She began to sleep on two pil- 
lows and recently had required three. Her physi- 
cian made her stop working. She walked only from 
her bed to her chair. She had indigestion and re- 
cently had tolerated only the simplest foods. Oc- 
casionally at night she had to sit upright in order 
to breathe. At these times there was wheezing. She 
urinated once at night. Her physician made five 
dry taps of the abdomen. She had taken digitora 
pills, one every six hours for twenty days. The 
date of starting was not known. Later she took 
ten drops of digitalis three times a day. 

Her family history is irrelevant except that one 
living son had a weak heart. 

Clinical examination showed an obese woman 
lying propped up in bed, dyspneic and orthopneic, 
with cyanotic lips and possible jaundice. (The light 
was poor.) There were two carious teeth. The ton- 
sils were large, injected and boggy. The apex im- 
pulse of the heart was not seen or felt. She was 
too obese for accurate percussion measurements. 
There was apparent enlargement. The action was 
regular, with gallop rhythm. The sounds were poor. 
There was a blowing systolic murmur at the apex, 
heard also at the base. There was alternation of 
pulse. The blood pressure was 150/110. The ab- 
domen was greatly distended. The wall showed 
edema. There was shifting dullness. No organs 
were felt. There was massive edema of the legs, 
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less of the thighs. The pupils were normal. ‘The 
knee-jerks and ankle-jerks were not obtained. 
The amount of urine is not recorded. A cath«ter 
specimen was dark and showed specific gra‘ity 
1.012, large trace of albumin, 10 to 15 leukoc tes 
and 0 to 1 red cell per high power field. R: nal 
function 20 per cent. Hemoglobin 80 per cent, : eds 
5,820,000, no achromia, slight anisocytosis, ‘are 
poikilocytosis and polychromatophilia, platelets or- 
mal, 10,200 leukocytes, 78 per cent polymorph: nu- 
clears, 3 per cent young polymorphonuclears. WV as- 
sermann negative. Stool negative. 
Temprature 97° by mouth to 101.5° by rect: 
Pulse 118 to 148. Respirations 34 to 19. 
Venesection was attempted December 9, but ¢ 
blood pressure was so low—110/90—that only 
cubic centimeters was withdrawn. An abdom 
tap done below and to the left of the umbil 
with the patient in the left lateral position was 
December 9 the patient died. 


Discussions by Group III, of the Yava; 
County Medical Society and the Medical ‘ 
ficers of Fort Whipple, at their meeting 
March 19, 1929. 

DR. GEORGE S. McCARTY, Whipple, Ariz. 


We have for discussion the case of a woman 
forty-nine years, suffering with a disease w! 
has covered a period of perhaps ten years. She 
brought to the hospital in an extremely critics 
condition, a terminal condition. Her history a 
symptoms given us are indefinite. 

We know that she was an extremely obese wo- 
man of middle age; the physical signs given tell 
us that she had a cardiac enlargement. We know 
that she had an increased amount of albumin in the 
urine and that she had a high blood pressure. They 
evidently were not able to obtain a blood culture to 
determine to what extent the blood was able to 
take care of this kidney deficiency. 

With these symptoms we believe that we have 
cardiac hypertension, a cardiac decompensation with 
renal involvement. It is extremely difficult to de- 
termine which is in excess. We do know that with 
hypertension and decompensation, when the circu- 
lation in the heart itself is not interfered with too 
much, as in arterial sclerosis of the coronary ar- 
teries, and where it is not exaggerated by inter- 
stitial nephritis, it is apt to exist a long time 
without any marked symptoms. 

As to whether it is heart or kidney, it is rather 
difficult to say. We know that, when the blood pres- 
sure is high and there is a possible enlargement of 
the heart, with albumin present in the urine also, it 
is not only a cardiac but a renal complication. 
Whether it is a heart insufficiency or a kidney in- 
sufficiency, we do know that the more the heart 
fails the lower would be the blood pressure and the 
greater the amount of albumin in the urine. The 
more the kidney fails the less would be the blood 
pressure (especially the diastolic). The location and 
extent of the edema will also assist us to a certain 
extent in deciding which condition is most in evi- 
dence. If the edema of the lower, or pendant, ex- 
tremities is present and disappears at night when 
the patient is in the recumbent position, to appear 
again when the patient is up and about during the 
day, we are inclined to believe it is caused by heart 
decompensation. If, on the contrary, there is a gen- 
eral edema, not only of the dependent portions of 
the body but also an ascites, anasarca, edema of the 
eye-lids and eyes, which does not disappear whe! 
the patient is in the recumbent position, we «re 
much inclined to say it is a kidney condition. 

We note in the history that this woman had edema 
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of the left leg, which had existed for some time. I 
doubt very much, that it would be due to the heart 
condition as pictured at the time she was admitted 
to hospital. In all probability she had a thrombosis 
from an old heart condition of ten or twelve years 
ago. 

DR. B. L. JONES, Whipple, Ariz. 

We are convinced that this is a case of heart 
failure. In making a diagnosis of a heart condition 
w: must look at the case from three points of view: 
etiologic, anatomical and physiological or functional. 
Under the first (etiology) we must think of rheu- 
matism, syphilis, bacterial infection, thyroid (hyper 
o: hypo), mineral or vegetable poisoning, chronic 
n phritis, diabetes, hypertension, trauma or congen- 
it .1 defects. Under the second (anatomical), we 
h: ve gross cardiac variations, endocardial-valve le- 
sions, myocardial-heart chambers, hypertrophy and 
di atation or hypertrophy alone. Then there are the 
trie myocardial lesions, degenerative type, chronic 
fixrous myocarditis of arterio-sclerotic origin, in- 
fectious rheumatic heart disease; coronary lesions 
aid lesions of conduction system; pericardial infec- 
tins, pneumococcus, or acute pericarditis with effu- 
sins, or chronic pericarditis with mediastinal adhe- 
sions. Under function, we have changes of the nor- 
mil mechanism of the heart, such as heart-block 
ard the arrhythmias: fibrillations, pulsus alternans, 
techycardia, etc..—and the myocardial failure, func- 
tional insufficiency of the chambers; and the con- 
gestive type with dyspnea, cyanosis, edema of va- 
rious degrees of severity. 


We have some evidence in this case of cardiac 
enlargement. The patient was too obese for accu- 
rate percussion, but they state that the heart was 
enlarged. They could not see or feel the apex im- 
pulse, but they did determine a “gallop rhythm” and 
pulsus alternans. They say the heart was regular— 
we take it they meant in rate only. The _ blood 
pressure at that time was 150/110; six months be- 
fore it was 230; at the time of a few hours before 
death it had dropped to110/90. It is abnormal for 
a woman of forty-nine years to have a; pressure of 
150 systolic and 110 diastolic. Pulsus alternans may 
occur and still not be fatal, hut such cases are very 


uncommon. The same may be said of “gallop 
rhythm.” 
We have a woman dyspneic and orthopenic, with 


massive edema of the legs, edema of the abdom- 
inal wall, cyanosis, distended abdomen, enlarged 
heart, arhythmic, wiht pulsus alternans and gallop 
rhythm—which points to a failing myocardium. 
Ten years ago this woman had swelling of the 
left leg, dyspnea, palpitation, tachycardia on exer- 
tion, all pointing to the heart. What she had at that 
time would be difficult to state, but I will name a 
few things that might have happened at that time: 
phlebitis could have caused that swelling of the leg, 
thrombosis—but the peculiar thing about it is that 
it is unilateral, six months ago both legs became 
swollen. Remember this woman gives a history of 
becoming markedly fatigued, gradually coming on 
over years, and being put to bed for rest. This was 
not an acute condition. There is another condition 
that sometimes accompanies phlebitis—thrombo- 
angiitis obliterans. She does not have symptoms of 
that; no pain, no pallor of the limb, on history of the 
pulse of the legs being obliterated. We know that 
one could have hypertension over a long period of 
years, could continue at work, and then in a very 
short time break down completely and die. Hyper- 
tension could go on to death with cardiac failure, 
with very little evidence of arteriosclerosis and prac- 
tically normal kidneys. Hypertension over a period 
of years will naturally produce cardiac enlargement. 
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In this case we have hypertension, evidence of 
nephritis and apparently no arteriosclerosis. The 
question is, which is the primarv condition? I don’t 
believe it can be stated that nephritis caused hyper- 
tension and finally cardiac failure. It could be hy- 
pertension, kidney and heart, or it could be hyper- 
tension and heart alone. There was, in a catheter- 
ized specimen, shortly before death, a larve trace of 
albumin only. Kidney function was only 20 per 
cent, but the patient was dying. 

Rheumatic endocarditis can be eliminated, as 
there is no evidence of an arthritic condition. She 
did have injected, boggy tonsils, which, no doubt, 
were infecting her system, but there is no evidence 
of rheumatic history. There is some evidence for 
acute bacterial endocarditis, but we have no blood 
cultures and we expect some organisms there. There 
would be marked leukocytosis, recurrent fevers and 
chills and acute onset. Sub-acute bacterial endocar- 
ditis can be eliminated because of the absence of 
history of chills, fever, remittent or intermittent, 
marked weakness and the absence of blood culture. 
There is no history of congenital heart disease. In 
fact, in these cases there may be no complaints 
referring to the heart. There is present a moderate 
anemia, tendency to leukocytosis, 10,000 whites. 


Let us discuss embolism. When it is present the 
patient has severe, stabbing pains, coldness and 
numbness, the skin is white as marble, markedly 
disturbed tendon reflexes, no pulses in distal arter- 
ies. The history does not give this information in 
our case. 


Why do we believe there is hypertensive heart 
disease? In the first place, it is one of the most 
common conditions, and then there is that blood 
pressure: 230 six months before and 150 at time 
of admission to hospital. There are two remarkable 
things in this case. There is no dizziness and very 
little headache. If she had marked hypertension 
with a nephritic condition, she would certainly have 
had severe headaches. They tell us she had head- 
aches only occasionally. 

From the etiologic point of view we must think 
of hypertension and nephritis. From the anatomi- 
cal we must take the meager evidence that there was 
hypertrophy and dilatation—there could have been 
pericarditis. 

We have, as a diagnosis, hypertensive cardiac dis- 
ease, congestive heart failure, tonsillitis and obesity. 


Discussions at the Massachusetts General 
Hospital. 

RICHARD C. CABOT, M. D. 

Since the history is imperfect, we will focus our 
attention mostly on the physical examination. 

1. If you ask how we account for the swelling 
of one leg before the other I cannot give any cer- 
tain answer, but I can guess that it is varicose veins 
plus a little passive congestion. That would make 
one swell, and when she got more passive conges- 
tion the other leg swelled too. There may be some 
venous obstruction from a thrombus on that side 
and later simply edema on the other. 

2. Of course there is no special significance in 
“wheezing.” Under these conditions anyone who 
has sufficient dyspnea to keep him upright is like- 
ly to wheeze. 

A Student: Do you believe in cardiac asthma, Dr. 
Cabot. 

Dr. Cabot: I do not like the term. I am certain 
that we have cardiac dyspnea which seen in an at- 
tack may not be possible to tell from asthma. I do 
not like to make a diagnosis of asthma until we 
have some relation to an external or internal irri- 
tant as cause. 
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3. “Her physician made five dry taps of the ab- 
domen.” He was a persevering person. I think 
four would be enough. 

4. I suppose you know what to say about ten 
drops of digitalis three times a day. You might 
just as well pour it down the sink. Yet it is the 
commonest dose in the country with people out of 
reach of hospitals. 

5. Gallop rhythm is a very convenient term. You 
listen to the heart and you say, “I do not know 
what it is, but it sounds like a horse.” You do not 
know that it is, buy say it is gallop rhythm. I do 
not like the term, because it makes us content to 
go on without saying what it is, and we ought to 
commit ourselves on that, it seems to me. I know 
no one thing that we can call “gallop rhythm,” which 
means three heart sounds, some two of them close 
together. I do not know any one lesion which we 
can say that means. It is like the old term “delir- 
ium cordis,” which we now call auricular fibrilla- 
tion. I should like to see the term “gallop rhythm” 
given up. 

6. “There was alternation of pulse.” What does 
that mean? 

A Student: A bad prognosis. 


Dr. Cabot: I do not know any more useful prog- 
nostic sign than alternation of the pulse. But it is 
very important to get hold of the right thing and 
to be sure you have alternation and not coupling. In 
coupling of the heart beats we have an ordinary 
beat and then a very weak beat and then a pause. 
We hear it best at the apex; it means ordinarily 
nothing more than that there is a large amount of 
digitalis in the system. In alternation the beats go 
on perfectly regularly; it is not an arrhythmia; 
whereas in coupling of the heart beats there is ar- 
rhythmia. In alternation there are often also ex- 
trasystoles, but between them no = arrhythmia, 
though every other beat is stronger than the ones 
after and before it. We cannot feel it in the pulsc. 
We get it in the pulse tracing, and when we are 
taking the blood pressure we notice that every oth- 
er sound at one point is much louder or that the 
rate suddenly changes. We feel and hear twice as 
many as we did before. It is a thing to notice when 
we are taking blood pressure. There is no difference 
between the two legs now. 

I do not stress the absence of knee and ankle 
jerks in a patient as sick as this. With edema we 
often get absent reflexes without any reason to 
blame the cord or the peripheral nerves. 

The important points in the urine are the low 
gravity and the absence of gross blood. 

The high red count is due to cyanosis. 
negative blood essentially. 

“Venesection was attempted 
timeters was withdrawn.” 
case in cardiac cases. 
times. 


That is a 


only 20 cubic cen- 
That is very often the 
It is rather humiliating at 
There may not be blood pressure enough to 
make the blood come out. 


DIFFERENTIAL DIAGNOSIS 

In a patient with clear evidence of hypertension 
and cardiac death we usually say “cardiac hyper- 
trophy and dilatation.” We have no evidence of 
valve lesions, no reason to suppose the heart will 
show anything in particular except hypertrophy and 
dilatation. There may be a fibrous myocarditis, but 
we have no way of saying that, no definite signs 
of that condition. 

Dr. Tracy B. Mallory: There is an x-ray. 

Dr. Cabot: Yes. It does not add particularly, | 
think, to what we have reason to believe without it. 

What shall we find in the kidneys? We have 
rather poor information, but I should say we are 
not going to find much. We do not know whether 
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they could concentrate urine. We have only one 
specimen. If we knew they could not we should 
think of a definite nephritis. She has had no ure- 
mic symptoms. On the whole 1 should say h 
best guess—and it cannot be better than a gues — 
is that the kidney will not show nephritis; but i* is 
perfectly possible that it will show a vascular t: pe 
of nephritis. 

The lungs and the rest of the body ought to sl ow 
passive congestion. I do not see why they should 
show anything more. 

After reading the history of this case we sho ild 
say we have a case of primary hypertension—w:‘h- 
out quite knowing what that means except that we 
find no cause for the hypertension—leading to 1y- 
pertrophy and dilatation of the heart and finally to 
failure of the heart, perhaps to a nephritis, altho. gh 
I am inclined to think not; perhaps to marked ar- 
teriosclerosis, though I do not see any particu ar 
reason to say so. I believe the usual sequence 
events is hypertension, hypertrophy and dilatati n, 
sometimes (later) arteriosclerosis and nephritis. 

A Student: Is that the common sequence? 

Dr. Cabot: It was not believed to be common 
years ago. I should say, though, that it is n 
That is not denying that ther are some cases i 
which the kidney lesion comes first. But I th 
the ordinary sequence is hypertension first. 

A Student: How about the large trace of albui 
in the urine? 

Dr. Cabot: Passive congestion she certainly had, 
and that is enough to account for that. It might 
also go with nephritis, but we have no sufficicnt 
evidence of that. 

A Student: Could you have a low specific gravity 
with such a large trace of albumin? 

Dr. Cabot: That is a good point, in view of pas- 
sive congestion. Yes; the low gravity is against 
passive congestion, but it docs not exclude it. 

A Student: There is shifting dullness and the ab- 
dominal] tap was dry. How do you account for that? 

Dr. Cabot: She was very fat. When you come 
to tap fat patients you will find that now and then 
you will not get fluid. You have to go a long way 
and you do not want to hit the intestine, so you 
do not want to push the needle any further. 

A Student: How do you account for the differ- 
ence in temperature by rectum and by mouth? 

Dr. Cabot: I do not know. My guess is that she 
did not shut her mouth. If we have just been run- 
ning and someone puts a thermometer in our 
mouths we are liable to open our mouths and let in 
some cold air 

A Student: Is that urine a catheter specimen? 

Dr. Cabot: Yes. That rules out vaginal discharge, 
but it does not seem to be enough to back any 
diagnosis of urinary infection on. 

A Student: Does not the fact that she has had 
albumin for six months fit the kidney involvement? 

Dr. Cabot: I should say you could have albumin 
for six morths without nephritis. But the point 
that you question is exactly the weak point in my 
diagnosis. I do not know enough about the kidney. 
It is perfectly possible that I am going to be wrong 
on that. 

CLINICAL DIAGNOSIS (FROM HOSPITAI 

RECORD). 

Hypertensive and arteriosclerotic 

with congestive failure. 

Chronic nephritis? 

DR. RICHARD C. CABOT’S DIAGNOSIS 

Primary hypertension. 

Hypertrophy and dilatation of the heart. 


heart dis« 
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ANATOMIC DIAGNOSES 


1. Primary disease. 

(Primary hypertension.) 
2. Secondary or terminal lesions. 
Hypertrophy and dilatation of the heart. 
Coronary sclerosis, smaller radicles. 
Arteriosclerosis, slight. 
Bronchopneumonia. 
3. Historical landmarks. 
Chronic cholecystitis. 
Adenomyomata of the uterus. 


(DR. MALLORY) 


She did have ascites in large amount, estimated 
‘tween fifteen and twenty liters. 
The abdominal wall showed approximately 8 
eontimeters of fat. The trocar that was used in 
a-tempting to get in was 7 centimeters long and 
had never reached the peritoneum. 

Her heart was quite enormous, weighing over 
7)0 grams, with normal valves. Hearts of that 
sze very often show no pathology in themselves. 
I is also my impression that one does not usual- 
l) find a chronic nephritis with a heart as large 
a; that, and in this case the kidney showed noth- 
ig but passive congestion, as did the other or- 
gains. 

The lungs were almost completely atelectatic 
fom the enormous amounts of fluid in each pleu- 
ral cavity. 

There was a very slight cystitis, which probably 
accounts for the leukocytes in the urine. 

Big hearts of course do occur with aortic re- 
gurgitation, sometimes almost as big as this. The 
biggest hearts, 800 and 900 grams, rarely show 
pathology in themselves. 

A Student: Do you think the hypertension was 
the only cause of that enlarged heart? 

Dr. Cabot: Probably. 

Dr. Cabot: Was there any arteriosclerosis? 

Dr. Mallory: Almost none. 

Dr. Cabot: It seems to me it is a good case to 
file away in your memory,—(1) no_ kidney 
trouble, very little arteriosclerosis, the big heart 
and nothing to show for it but hypertension, and 
(2) a low gravity, 1.012, with passive congestion. 


ao 





DIAGNOSTIC FORUM 


The following cases are to be studied and 
discussed by the Yavapai County Medical So- 
ciety and Medical Officers of Fort Whipple 
during October. Any county society, hos- 
pital staff, or group of doctors, will be wel- 
come to submit discussions of these cases 
for publication in this journal. 

At the Yavapai County Society meeting of 
Octeber 1, 1929, the following two cases are 
to be discussed: 

Case 1, by GROUP 1.—Recurent Hemiplegia in a 
Young Man. 

An American engineer thirty-six years old, en- 
tered July 26. 

At fourteen he had an attack of rheumatic fever 
with apparently complete recovery. After it his 
tonsils were removed. He had never had another at- 
tack, or chorea. He felt perfectly well, lived a life 
of normal activity, and played tennis! and golf with 
no bad effects. During the war however he was reé- 
jected by both the Canadian and American armies. 
Five years before admission, after an evening of 
bowling he had epigastric pain lasting twenty-four 
hours, not relieved by soda. At this time he had 
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very transient right-sided paralysis and was men- 
tally confused for a few minutes. After nine months 
of rest and medical treatment he was able to work 
again, continuing treatment. Six months later hé 
fell, had severe pain on the right side of the head, 
and paralysis of the left side of the body. He had 
aphasia for a long time, and since that time had 
never been able to think and speak quite so rapidly. 
The paralysis cleared up in time. He gave up work. 
A year later, three years before admission, he had 
a third attack of the same sort affecting the left 
side, again clearing up. Twenty months before ad- 
mission he had two! milder attacks within a month. 
After each of these attacks he rested in bed three 
weeks, then gradually got up and about again. Five 
weeks before admission he had his latest and worst 
attack, with left-sided paralysis. During the last 
four attacks he had partial loss of sphincter con- 
trol. Most of the symptoms cleared up after the 
last attack, but he did not regain strength or com- 
plete sphincter control. He was very nervous and 
slept fitfully. Until this week he had never had 
more than very slight dyspnea. For the past forty- 
eight hours he had been increasingly weak and dysp- 
neic. 

He had had hospital treatment for cholecystitis 
and influenza, as well as for his chief illness. He 
had had many abscessed teeth. For four years he 
had had gallstone attacks—severe colicky pain in 
the right upper quadrant with jaundice and pruri- 
tus. X-ray showed the gall-bladder to be full of 
stones. The last attack was a year before admission. 

His father was said to have a “leaky valve,” 
though he seemed well. 

Clinical examination showed a very sick looking, 
sallow, cyanotic man propped up in bed in moder- 
ate respiratory distress. Sclerae slightly injected. 
Apex impulse of the heart diffuse and heaving, the 
point of maximum intensity in the fifth and sixth 
spaces eleven to twelve centimeters from midster- 
num. Also impulse in the second space to the left 
of the sternum. Left border of dullness 12+ centi- 
meters to the left of midsternum, midclavicular line 
7.5 centimeters, right border 4.5 centimeters, supra- 
cardiac dullness 5 centimeters. Sounds of fair qual- 


ity. Rate 160. A systolic thrill at the apex. A sys- 
talie murmur and also a questionable diastolic 
at the apex. Pulmonic second sound accentu- 


ated. Radial pulse weak and irregular in volume 
and rate. Blood pressure 90/? to 120/80. Lung 
signs: diminished breath sounds, whispered voice, 
tactils fremitus and rales right anterior; dullness 
and moist rales right posterior. Liver dullness 3 
centimeters below the costal margin. A question- 
able edge felt at this point. Spastic paralysis and 
beginning contractures of the left arm. Increased 
tendon reflexes. Clonus and questionable Babinski 
on left leg. Tongue deviated slightly to the left. 
Left-sided facial weakness. Pupils equal, pin point 
(morphia), slight reactions to light and distance. 

Urine: amount recorded only once, then normal, 
specific gravity 1.030 at two examinations, a trace 
to a large trace of albumin at both, occasional leuko- 
cytes at both, two red cells once. Blood: 15,500 
leukocytes, 83 per cent polymorphonuclears, hemo- 
globin 70 per cent, reds 4,900,000. Smear normal. 
Hinton not recorded. 

Temperature 98° to 107°; steady general rise with 
morning drop. Pulse 64 to 165 with deficit of 12 to 
36 beats. Respirations 17 to 38. 

The patient continued in an extremely critica! 
condition. The morning after admission the apex 
beat was 160 to 180. By evenir the rate was 108. 
He was incontinent and irrational. He grew weak- 
er. July 28 the left chest was full of rales and there 
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were rales at the right base. He had no bowel 
movement, but the abdomen was perfectly soct. 
July 30 he died. 


Case 2, by GROUP 2. Case of Cardiac Pain. 

An American factory superintendent fifty years 
old entered November 21. 

Three years before admission he had to stop play- 
ing tennis because of dyspnea. For three years he 
had had “dull. palpitating ache” over the heart, 
dyspnea and pounding of the heart on running up- 
stairs. He had so many “rheumatic” pains at the 
time that he did not remember whether the pain 
radiated. Occasionally he had very slight swelling 
of the ankles. All the symptoms grew slowly worse 
until seven months before admission. Then he woke 
ore morning with a sharp shooting pain over the 
precordium darting across the chest to the rivht 
side and down both arms. He had to make a des- 
perate effort to catch his breath. He felt an in- 
tense constriction over his neck and chest and a 
sense of impending death. His physician gave him 
white pills and laid him on the floor with his feet 
elevated. At this the patient fainted. He was given 
narcosis, but knew that the same pain and attaack 
returned spasmodically during the next day. For 
five days he was propped up in a chair. He was 
able to return to work. 

At this point in the history taking the patient had 
the attack described below and died. 

Clinical examination showed a well nourished, 
slightly cyanotic, orthopneic, very ill looking man 
with slightly slow mental reactions. Speech dis- 
tinct but slow. Pyorrhea. Tonsils enlarged, right 
more than left. Right posterior pillar occluded most 
of the right half of the posterior pharynx, slightly 
red, good view not obtained, lungs: emphysematous, 
resonant, a few rales in the left base. Tactile frem- 
itus and spoken voice normal. Apex impulse of 
the heart not seen or felt. Left border of dullness 
11.5 centimeters to the left of midsternum, 3.5 centi- 
meters outside the midclavicular line, right border 
4 centimeters, supracardiac dullness 6. Apex rate 
too rapid to count, over 190. Sounds irregular in 
rate and of tic-tac quality. No murmurs, accentu- 
tion or thrills made out. Peripheral pulse very weak 
and irregular, rate 80 to 100. (Could not be count- 
ed accurately.) Blood pressure 140/105. Liver two 
to three centimeters below the costal margin. Slight 
tenderness. Stomach area very tympanitic. No 
other organs or masses felt. Slight swelling of 
the feet which appeared more edematous but pit- 
ted only slightly on pressure. Erythematous area 
over the left instep. Pupils and reflexes normal. 

Urine: amount not recorded, Regd at the single 
examination, specific gravity 1.030, a slight trace 
of albumin, ferric chloride strongly positive, about 
20 leukocytes per field. Renal function 40 per cent. 
Blood: 20,950 to 25,000 leukocytes, 84 per cent poly- 
ogni he smoglobin 100 per cent, reds 
5,200,000, smear normal. Wassermann negative. 

Temperatures 98.4° to 100.8°, rectal; pulse 62 to 
192, respirations 32 to 22. 

The day of death, November 23, Dr. Paul D. White 
wrote, “The electrocardiogram ‘this morning was 
very interesting, almost unigue—(we have seen 
only one such record here in thirteen years)—par- 
oxysmal ventricular tachycardia from two ectopic 
foci (often alternating).” The ventricular rate was 
180, the auricular rate 108 (?). P was best seen ir 
Lead III. 

During the history takin~ the patient said that n 
wanted to stretch his leg, leaned towards the side of 
the bed as if to do so and said quietly—“Now I am 
going ...”. Suddenly his whole body stiffened, his 
head fell ‘back, his eyes took an ominous stare and 
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he gave a spasmodic gasp. On the arrival of th 
house-officer he was cyanotic and pulseless. N 
cardiac sounds could be heard. He was apneic fo 
about a minute, then gave a loud gasping inspira 
tory cry followed by about forty-five seconds o 
apnea and a second gasp which was his last respira 
tory effort. These gasps sounded as though pu! 
monary edema was marked. Artificial respiratio 
was continued for about nine minutes after the la- 
inspiration. Then the patient died. 


At the Yavapai County Society meeting o 
October 15th, the following two cases will b 
discussed : 

Case 1, by GROUP’ 1. Case of Paroxysmal Dysp- 
nea and Wheezing. 

A Scotch machinist fifty-nine years old entere 
Julv 10 complaining of asthma. 

He had chronic colds and bronchitis in boy 
hood. At twenty a diagnosis of asthma was mad¢ 
Since that time he had had the trouble almo. 
constantly except for eighteen months following 
an operation on an abscess of the larynx. Since 
he came to Dorchester from Scotland seventee: 
years before admission his symptoms had _ bee 
worse. He was worse at night and early in th 
morning. He felt better when he lived in th 
higher part of Dorchester, away from the heach 
His symptoms were worse in August. Attack 
were caused by hay, golden-rod, feathers, cod 
fish. cabbage, potatoes, cheese, ordinary dust an 
perfumes. Until six months before admission hi 
symptoms had nearly always been shortness of 
breath and easv exhaustion, with a choking sen- 
sation and a desire to straimhten up durins the 
attacks. Warm weather and talking made the 
shortness of breath worse. Kidder’s asthma pas 
tilles gave relief. He had had hackine cough al! 
the time, worse in the morning, lasting about half 
an hour. For twenty years he had had some pain 
in the; chest, worse on the left and during attacks. 
For nine vears he had been unable to work because 
of exhaustion. Fieht years before admission he wa 
sent td a sanatorinm for tuberculosis, but was sent 
home at the end of a month with the diagnosis “not 
tuberculosis.” For six years he has been gaining 
weight. In December. seven months before admis 
sion. he came to the Out-Patient Department of this 
hospital. At that time examination showed wheez 
ing breathing, sallow complexion, cyanotic lips and 
buccal mucous membranes, soft glandular swelling 
in the region of the larynx. A large soft movable 


gland in the left supraclavicular fossa. Sibilant and 


crenitant rales throughout the chest. Hynerreso 
nance, especially on the left. At the Anaphylactic 
Clinic dermal tests showed slight reaction to orn 
nowder and dog hair, positive test to Baldinelli and 
towe dust. Other tests were absolutely negative. 
For the past six months he thought his asthmatic 


symptoms in general had decreased. Several of his 


symptoms, however. had increased. He had her: 
more orthonneic. He became very dysnneic afte? 
he talked. For two weeks his ankles had been swol- 
len. For a week he had had palpitation. His apps 
tite was poor. 

X-ray examination in the Out-Patient Departme! 
June 27 showed the diaphragm on both sides irregu 
lar in outline and its excursion limited. There wa 
extensive mottled dullness involving the left upp: 
lung field, also some decreased radiability of th 
right lung field. The examination was unsatisfac 
tory cn eerount of motion. 

His father died of shock at seventy years. On 
brother ard one sister had had mild asthma. H 
thought his mother had a weak heart. His wife ha 
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had one miscarriage at three months and lost one 
child in infancy. 

He had enteric fever (typhoid?) forty-three years 
before admission, bronchitis the following year, 
pneumonia with pleurisy twenty-one years before 
admission, followed by rheumatic fever. The abscess 
or cyst over the larynx lasted for several years. It 
was opened from the outside. His right nostril was 
partially obstructed. He had had occasional, attacks 
of diarrhea following taking foods to! which he was 
hypersensitive. These attacks were preceded by 
vomiting or nausea. For six months he had had to 
take frequent laxatives while taking some| medicine 
for asthma. 

Clinical examination showed a somewhat emaci- 
ated man in acute respiratory distress. There was 
cyanosis of the lips, fingers and toes and pigmenta- 
tion of the buccal mucous membrane. Pulsating 
vessels in the supraclavicular region. Vessels of the 
fundi showed arteriosclerotic changes. Over the thy- 
roid was a scar and cystlike structure the size of 
a walnut in the midline, apparently attached to’ the 
thyroid cartilage. There was asthmatic breathing. 
The lungs showed bronchi and wheezes throughout; 
at both bases diminished breath sounds and whis- 
pered voice and a few coarse moist rales. Apex im- 
pulse of the heart seen and felt in the fourth and 
fifth spaces. Left border of dullness 9 centimeters 
to the left of midsternum, 1.5 centimeters outside 
the midclavicular line. No other enlargement to 
percussion. Sounds somewhat obscured by noisy 
respiration. No definite murmurs heard. Protodi- 
astolic gallop rhythm. At times the heart seemed 
to be fibrillating; at other times it was regular. 
Questionable pulsus alternans in the wrist follow- 
ing attacks of respiratory distress. Artery walls 
normal. Blood pressure 120/75. Examination of the 
abdomen in the partially sitting position was un- 
satisfactory. There was questionable enlargement 
of the liver to one centimeter below the costal mar- 
gin. Varicocele on the left. Slight pitting edema of 
the ankles. Pupils and reflexes normal. 

Amount of urine rmpt recorded, urine normal 
except for 6 leukocytes per high power field at the 
single sediment examination. Blood: 11,500 leuko- 
cytes, 76 per cent polymorphonuclears, hemoglobin 
80 per cent, reds 4,110,000, smear normal except for 
occasional Turk’s irritation cells. Hinton negative. 
Non-protein nitrogen 33. Icteric index 5. Sputum 
negative at the single examination. Stool, bile posi- 
tive. 

Temperature 98° by mouth to 100.8°, rectal. 
Pulse 60 to 118. Respirations 54 to 28. 

The morning of July 11'the patient suddenly be- 
came very pale and cyanotic, with sweating and dis- 
orientation. The heart was rapid; the pulse weak 
and irregular in force. There was marked dyspnea 
and restlessness. After adrenalin, caffein and mor- 
phia he rallied, but remained in a very critical state 
and the following morning died. 


Case 2, by GROUP 3. Case of Hoarseness and Pain 
in Right Shoulder. 

An American fifty-five years old entered July: 31 
complaining of shortness of breath and hoarseness. 

He was in good health for many years until two 
years before admission. Then he had a feeling of 
mild lassitude and malaise. He had slight pain back 
of the right ear. He stopped work and since that 
time had done only light odd jobs. The December 
before admission he noticed hoarseness. This had 
grown worse. In May his breathing began to be 
wheezy. A diagnosis of asthma was made, which 
he doubted. He had no cough at any time. His right 
shoulder began to be a little “rheumatic.” For two 
weeks his sleep had been broken by dyspnea and 
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wheezing; after raising mucus he was able to sleep 
again. During the day he had a little more sputum 
than formerly. Ten days before admission he had a 
bad attack of dyspnea and increased hoarseness. A 
physician quieted him with hypodermics and gave 
digitalis for a week. 

His family history is not significant. 

At twenty-two he had gonorrhea. He had had 
repeated exposures to venereal disease, but denied 
symptoms of syphilis. (The reliability of this state- 
ment was questioned.) He had taken no alcohol for 
seven years. He had gone to sea most of his life, 
working in factories and ship-building yards in the 
intervals. He had malaria off and on for ten years 
beginning when he was twenty-three. In his youth 
he had several attacks of sore throat. His left 
arm was amputated below the elbow in a machine. 
During the past few years he had had some ab- 
scessed teeth. He had had a few sharp momen- 
tary pains in the region of the heart, scarcely no- 
ticeable. He had had some palpitation, principal- 
ly on emotion. Ten years before admission he 
weighed 216 pounds, his best weight. He now 
weighed 160. He had lost 25 pounds in the last 
two months. 

Clinical examination showed a well nourished 
man with constant hacking, brassy cough, gurg- 
ling as though trying to raise some _ secretion. 
There was slight obstruction to the breathing. The 
lips were cyanotic. There were capped teeth, bridge 
work and moderate pyorrhea. The tonsillar region 
was somewhat reddened. The trachea was pushed 
to the left. Beneath the sternoclavicular and pal- 
pable in the median part of the supraclavicular 
fossa and the suprasternal fossa was a pulsating 
expansile tumor over which the heart sounds were 
audible. No murmurs.. There was a movement of 
the trachea and of the head with each heart beat. 
The point of maximum intensity of the heart re- 
clining was 10.5 centimeters from midsternum in 
the fifth interspace 2 centimeters outside the mid- 
clavicular line, sitting up 9.5 centimeters; right 
border 2.5 centimeters, supracardiac dullness 7 
centimeters. Aortic second sound muffled, equal 
to pulmonic second. Throughout the entire pre- 
cordium was a loud high pitched systolic murmur. 
Over the aortic area an early short diastolic was 
transmitted down the left border to the apex, 
loudest along the left border. Right temporal pulse 
greater than left and right temporal artery more 
prominent than left. Right radiai pulse of the Cor- 
rigan_ type. slood pressure, right 160/50, left 
198/58. No marked peripheral sclerosis. Chest 
thickened in the anteroposterior diameter. Flaring 
costal margins. Expansion very slight. Breathing 
very coarse throughout the lungs. The inspiratory 
phase at times sounded like coarse rales, probably 
because of obstruction to breathing liver edge pal- 
pable (two finger-breadths?) below the costal mar- 
gin. Relaxation of the right external abdominal ring 
and considerable impulse on coughing: Abduction 
of the right shoulder limited and painful in extreme 
degrees of motion. 

Urine not remarkable. Before operation blood 
normal. Hinton and Wassermann strongly positive. 
Non-protein nitrogen 41 milligrams. 

Before operation chart normal except for rapid 
pulse at admission. 

X-ray showed the heart shadow slightly increas- 
ed in size downward and to the right in the region 
of the ventricle. There was marked increase in the 
supracardiac shadow, apparently due to tortuosity 
and dilatation of the aorta. Above the aorta in the 
region of the innominate there was a dense shadow 
with sharply defined margins which extended to 
the right of the midline for a distance for about 3 
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centimeters. This shadow was continuous with the 
shadow of the spine and disappeared in the dense 
shadows of the neck. The trachea was displaced to- 
ward the left. In the oblique view the mass could 
be separated from the spinal shadow. There was 
no visible pulsation in the mass. The lung fields 
were clear. The diaphragm was in the usual posi- 
tion on both sides and moved normally with respira- 
tion. The spine showed rather extensive prolifera- 
tive changes: 


A heart consultant advised operation. A surgeon 
doubted its value but asked time for further con- 
sideration. Another heart consultant “agreed with 
the opinions expressed.” 


August 17 operation was done. The patient did 
well after it, though he was quite hoarse. August 
22 a second operation was done. Again he did well. 
He had a good deal of difficulty in breathing and 
had to sit upright. Potassium iodide seemed to give 
some relief. August 25 his temperature rose to 
104.8°. The potassium iodide was omitted. A throat 
consultant reported, “The cords move freely al- 
though perhaps a trifle sluggishly. The left aryte- 
noid is slightly infiltrated; no edema. Mucosecre- 
tion plentiful. Pyriform sinuses well filled with 
the same. Impression: no laryngeal obstruction.” 
The leukocyte count was 25,600. Two days later the 
patient was very uncomfortable, with incessant 
coughing, and sleeping only for short periods in spite 
of a quarter grain of morphia every three hours. 
The temperature ranged from 100.1° to 103°. X-ray 
showed the right lung less radiant than the left 
and the outline of the diaphragm a little hazy on 
the axillary margin. There was no appreciable 
change in the midshadow. 

o— 31 the pulse rose to 150 and the patient 
ied. 


At the Yavapai County Society meeting of 
October 29th, the following two cases will be 
discussed : 


Case 1, by GROUP 2. Case of Dyspnea and 
Weakness. 


First admission. A German-American salesman 
sixty years old entered January 24 complaining of 
dyspnea, weakness and edema. 


His illness had come on during five years of un- 
successful business and increasing worry. For a 
year he had not felt well. He had however had no 
definite symptoms until late in the last September. 
Then he had severe and rapidly increasing dyspnea, 
which became incapacitating. From October 1 to 
January 22 he was in a Christian Science sana- 
torium, where he never had medication or com- 
plete rest in bed. After the first week he was 
confined to his room until shortly before he left. 
Early in October he was seized with dropsy, which 
became very severe. He had orthopnea, and oc- 
casionally urinated once at night. In the latter 
part of December and in January the edema be- 
came less. He had been hoarse for some time, and 
occasionally had sputum. January 23, the day af- 
ter his discharge, he was suddenly seized in the 
night with respiratory distress, weakness and a 
vague thoracic discomfort bordering on pain. The 
morning of admission he thouvht his sputum con- 
tained blood. 

His father died of Bright’s disease. 

The patient had been subject all his life to nose- 
bleeds, occurring every! day for five to ten days at 
intervals of two to five years. The last attack was 
three months before admission. In his youth he 
had severe headaches. His only serious illness 
was a left renal or ureteral stone. At twenty-five 
he had a fairly severe attack of breathlessness 
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after shoveling snow. In the past ten years ne 
had had three or four attacks of palpitation fol- 
lowing severe exertion. Recently he had had some 
left tinnitus. He denied venereal disease but not 
exposure. 

Clinical examination showed a fairly well nour- 
ished man lying propped up in bed, restless and 
breathing rapidly. The subcutaneous tissues from 
the waist down showed brawny edema. Pyorrhea. 
Tongue dry. Tonsils very large. Pharynx inject 
ed. Barrel chest, with apparently limited expan- 
sion. Apex impulse of the heart not seen or felt. 
Left border of dullness 9.5 centimeters to the 
left of midsternum, half a centimeter outside the 
mid-clavicular line. Right border 3.5 centimeters, 
supracardiac dullness 6 centimeters. Action reg- 
ular, rate 90. Heart sounds heard very well in 
the axilla. No second sound at the apex. Aortic 
second sound barely heard. A harsh musical sys- 
tolic murmur heard everywhere. The murmur and 
the sounds in the pulmonic area seemed dissociat- 
ed. Radials and brachials hard, brachials very tor- 
tuous. Blood pressure 155/110 to 170/90. Electro- 
cardiogram: normal rhythm, rate 75, change in pace- 
maker in Lead II, varying shape of P wave. Lungs: 
coarse crepitant rales in left axilla, medium crepi- 
tant rales in lower right back to the level of fourth 
rib; in left lower back to sixth rib dullness to flat- 
ness, diminished tactile fremitus, breath sounds, 
whispered and spoken. voice, coarse crepitant rales. 
No egophony. Examination of abdomen obscured 
by subcutaneous edema and voluntary spasm. Dull- 
ness below right costal) margin. Scrotum and penis 
showed edema, the scrotum a large crusted ulcera- 
tion due to irritation. Very hard edema of legs and 
ankles; skin red, warm and scaling. Hyperesthesia 
of soles of feet. Motion of knees limited. Pupils 
somewhat small (morphia?), reacted only slightly 
to distance, not at all to light. Knee-jerks and an- 
kle jerks normal. Arteries of both fundi slightly 
tortuous. 

Urine: amount normal except 75 to 85 ounces 
January 27 and 28, specific gravity 1.008 to 1.024, 
a trace to a slight trace of albumin at two, of five 
examinations, rare leukocytes at two, rare red cells 
at one. Renal function 15 to 25 per cent. Blood: 
19,400 to 10,800 leukocytes, 71 puer cent olymorpho- 
nuclears, hemoglobin 90 to 75 per cent, reds\ 4,700,- 
000 to 5,304,000, anisocytosis with a tendency to 
macrocytosis and occasional basophilia and tailed 
forms, platelets slightly reduced. Ona Wassermann 
moderately positive, one negative. Hinton negative. 
Non-protein nitrogen 39. 

Temperature 100° by rectum to 97° by mouth. 
Pulse 100 to 68, with a deficit of 2 to 7 beats Janu- 
ary 27 to 30. Respirations normal. 

3y X-ray the heart shadow appeared large and 
was prominent both to the right and the left. The 
aorta was prominent in the region of the knob. 
Both lung fields were less radiant than normal, 
especially at the bases. The outline of the left 
diaphragm was obliterated in part, perhaps by 
the heart shadow and motion. The larger lung 
markings were particularly prominent. 

January 25 the systolic murmur was_ loud, 
squeaking, transmitted to the axilla. There was a 
questionable systolic, also squeaking and at the 
same pitch, over the tricuspid area. Next day 
there was effusion at the left base. During the 
next few days he did very well, lost 20 pounds, and 
by January 29 had no edema of the legs, abdom- 
inal wall or scrotum. Fcbruary 1 he suddenly be 
came irrational. The next day he was mentally 
clear again, and after this felt well except for oc- 
casional back pain. When he sat up long he felt 
tired and dyspneic. His urine seemed a little warm- 
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er than usual. February 7 there was dullness with 
bronchial breathing and increased spoken and 
whispered voice at both apices, marked over the 
right posteriorly; egophony was questionable here, 
positive on the left. 

February 8 he was discharged improved. 

History of interval. On leaving the hospital he 
stayed for three weeks in convalescent homes and 
a hospital, and kept fairly quiet. Then he went 
home, and from that time did a good deal of walk- 
ing and stair climbing. He used two pillows at 
night. Toward the end of March he began to have 
swelling of the legs and dyspnea, sitting up most 
of the night. These symptoms grew progressive- 
ly worse. About the middle of April his abdomen 
began to swell, and perhaps a week later his 
penis and scrotum, interfering with the passage 
of urine and causing pain on starting the stream. 
For two weeks he had been in bed. His physician 
increased digitalis to two grains a day and three 
grains every other day and gave him a tenth of 
a grain of morphia with atropin at night. For a 
week his condition had been about the same. 

Second admission, April 28, eleven weeks after 
his discharge. 

Clinical examination was as before except as 
noted. He had marked Cheyne-Stokes respiration 
with gasping hyperpneic phase. His lips were some- 
what cyanotic. The skin was dry, inelastic; over the 
legs tense and thickened, somewhat scaling. There 
were coarse moist rales at the base of the right 
lung and possible fluid at the left base,—dullness 
with absent breath sounds and fremitus. The car- 
diac impulse was strong. The apex was seen and 
felt in the fifth space. The midclavicular line is 
now recorded as 8.25 centimeters from mid-ster- 
num, the left border of dullness 10.5, right border 
3, supracardiac dullness 5.5. The sounds were of 
poor quality, the first sound obscured by a loud 
pitched systolic murmur. There was a question- 
able systolic thrill at the apex. No diastolic mur- 
mur was heard. There was no pulse deficit. The 
blood pressure was 190/130. The sounds were of 
uniform quality. There were signs of ascites. The 
abdominal wall was tense, tympanitic over the 
center. There was tense hard edema of the entire 
lower legs extending up over the lumbosacral area 
and back. The right lower arm showed pitting 


edema. The rest of the examination was post- 
poned. 
Urine not recorded. Blood: 13,750 leukocytes, 


84 per cent polymorphonuclears, hemoglobin 80 per 
cent, red count and smear normal. 

Temperature 99° to 104.1°. Pulse 80 to 108. 
Respirations 10 to 30. 

The patient was given digitalis intramuscularly 
and morphia 1/6 grain every three hours. Venesec- 
tion was postponed because of the absence of 
marked cyanosis and edema of the lungs. He re- 
mained in about the same condition until early the 
morning after admission. Then he had tracheal 
rales, restlessness and increased dyspnea. Morphia 
was pushed and he was given scopolamin 1/200 
grain. 250 cubic centimeters of blood was withdrawn. 
During the venesection the blood pressure began to 
drop; within half an hour it fell from 200/135 to 
138/88. He failed rapidly and at midday died. 

Case 2, by GROUP 3. Case of Dyspnea and 

Chest Pain. 

An American iron moulder sixty-nine years old en- 
tered April 14 complaining of shortness of breath 
and swelling of the legs. 

For fifty years he had had attacks of nocturnal 
dyspnea, at first associated with “severe colds in 
the chest” but for years coming without known 
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cause, waking him up feeling suffocated and puffin,: 
as though under great exertion. The attacks lasted 
from half an hour to five hours. Five years before 
admission the shortness of breath came on insidious- 
ly, at first associated with exertion, then becoming 
progressively worse until even walking brought it 
on. For four years he had urinated twice at night. 
Two years before admission at the end of a day’s 
work he became dizzy and short of breath, had some 
dull precordial pain and was unconscious for half 
an hour. Then he recovered without treatment and 
went home unassisted. Since that time he had not 
worked. He had felt similar attacks coming on, but 
rest seemed to prevent their developing. For four 
months his chronic cough had been more frequent 
and precipitated by exertion, 

His father died of gastric cancer. 

Since he was nineteen the patient had had “bron- 
chitis”,—productive cough except for about three 
months each year, usually in summer. At twenty- 
five he had Neisser infection. Since the fainting epi- 
sode two years before admission his memory had 
been steadily failing. Two years before admission 
his weight was 235 pounds, six months ago 223 
pounds. He had been losing weight for the past 
year. 

Clinical examination showed an obese, cyanotic 
dyspneic, wheezing old man with dehydrated, al- 
most icteroid skin. Teeth, old carious snags. Barrel 
chest. Lungs full of piping squeaks, inspiratory 
and expiratory rales. Apex impulse of the heart not 
found. Percussion measurements: left border 15 
centimeters from midsternum, 7 centimeters outside 
the midclavicular line, right border 1.5 centimeters 
to the right, supracardiac dullness 6 centimeters. 
Action absolutely irregular. Fibrillation. A rough 
systolic murmur heard all over the precordia and in- 
to the neck. No diastolic heard, although on account 
of the rapid heart action and fibrillation the exam- 
ination was not satisfactory. There was pulse defi- 
cit. Pulses not synchronous. Artery walls thickened 
and tortuous. Blood pressure 190/100. Liver four 
finger-breadths below the costal margin, tender, 
edge felt. The legs showed massive pitting edema, 
the sacrum moderate edema. 


Urine and blood not recorded. Renal function 50 
per cent. Non-protein nitrogen 30 milligrams. Was- 
sermann not recorded. 

Temperature 98.6° to 103.5 
108, respirations 55 to 35. 

The patient was given the equivalent of 15 grains 
of digitalis intramuscularly within twelve hours af- 
ter admission, but when’ seen during the night was 
having violent dyspnea and orthopnea and could 
not be quieted with morphia. The rate was regular. 

The morning after admission the temperature 
rose to 103.5°. An electrocardiogram showed auricu- 
loventricular dissociation, auricular rate 80, ventri- 
cular 90, irregular; left bundle branch block, vary- 
ing; few more normal beats in lead I. Another elec- 
trocardiogram showed idioventricular rhythm with 
variable intraventricular block; no evidence of auri- 
cular action; rate 50, almost regular. The patient 
died at the end of the electrocardiogram. 


rectal, pulse 80 to 
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THE SOUTHWESTERN MEETING 

A little less than two months from now, 
the Medical & Surgical Association of the 
Southwest will hold its annual meeting in 
Phoenix. This will be the third time the As- 
sociation has come to Phoenix, and it should 
be a banner meeting. Phoenix is better pre- 
pared to care for the meeting this year than 
on either of the two previous occasions. With 
abundant hotel facilities, adequate hospital 
equipment for clinics, and a well organized 
medical profession, there is no reason for fail- 
ure to stage a very successful program and 
clinical conference. 


It has been decided to return to the former 
type of meeting, with a minimum of speakers 
from outside the southwest district, and a 
maximum of home talent. The Maricopa 
County Medical Society, who will be the hosts 
for this meeting, will furnish the surgical 
and medical clinics; the papers, except for a 
few selected speakers on special topics, will 
be supplied by members of the Association 
from New Mexico, El Paso County and dis- 
tricts of Arizona outside of Maricopa County. 

The dates selected for the meeting are 
November 7, 8 and 9. The Committee on Gen- 
eral Arrangements, appointed by the Mari- 
copa County Medical Society, are Drs. E. 
Payne Palmer, chairman; Fred Holmes, and 
W. Warner Watkins. The chairmen of spe- 
cial committees are as follows:— Dr. Joseph 
M. Greer, Clinics; Dr. Victor Randolph, Fi- 
nance; Dr. S. I. Bloomhardt, Entertainment; 
Dr. Frank J. Milloy, Local Arrangements 
and Hotels. 

The General Program Committee of the 
Association consists of Dr. P. G. Cornish, Jr., 
Albuquerque; Dr. W. Warner Watkins, Phoe- 
nix; Dr. Willard Smith, Phoenix; Dr. J. R. 
Van Atta, Albuquerque; Dr. Willis W. Waite, 
E] Paso. 

Watch for full program in the October is- 


sue. 














CARL HAYES LUND. 


In the sudden death of Dr, Carl H. Lund, 
of Douglas, Ariz., one of the leading practi- 
tioners of the state, a faithful member of 
the Cochise County Medical Society and of 
the Arizona State Medical Association, pass- 
ed away. Dr. Lund was visiting in the east 
on vacation with his family, when he was 
siezed with some acute cardiac lesion and 
died rather suddenly. 


He came to Arizona in 1906, after gradua- 
tion from the University of Michigan in 
1900 and subsequent hospital and special 
training. He became associated with Dr. F. 
T. Wright in the A. & C. Hospital in Doug- 
las where he practiced until this institution 
was sold by them in 1928, Dr. Wright retir- 
ing and Dr. Lund entering into private prac 
tice in Douglas. He will be sorely missed 
from the medical circles in Cochise County. 





THE ARIZONA STATE BOARD OF 
HEALTH BULLETIN 


We welcome with great pleasure the July 
number of the Bulietin of thea Arizona State 
Board of Health, containing the proceedings 
of the second annual meeting of the Arizona 
Public Health Association, held at Prescott 
last April. For some time past,| the Bulletin 
has published nothing except the vital statis- 
tics, and it is very refreshing to have some- 
thing readable come to our desk from this 
department. All the articles in this Bulletin 
are interesting, there being papers on Public 
Health and Sanitation, Water Works, Sewage 
Disposal and Milk Sanitation. The Bulletin 
will be mailed to any physician or layman in 
Arizona, on request, without charge, and un- 
doubtedly interested physicians in the south- 
west generally could secure copies of it, by 
writing to the office of the Board. 
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THE OCTOBER AND NOVEMBER MEET- 
INGS. 

For one who wishes to spend most of the 
month of October in postgraduate work, the 
series of clinical conferences in the middle 
west offers an attractive program. The first 
of this series is the Fall Clinical Conference 
of the Kansas City Southwest Clinical Soci- 
ety, to be held in Kansas City, October 7 to 
11. Announcement of this will be found else- 
where in this issue. 

The American College of Surgeons will 
hold its nineteenth annual Clinical Congress 
in Chicago, October 14 to 18. Announcement 
of this will also be found elsewhere in this 
issue. 

One of the most popular meetings is the 
medical assembly of the Inter-State Post- 
g-aduate Medical Association of North Amer- 
ia, whose 1929 gathering will be held in 
Detroit October 21 to 25. A very elaborate 
program has been prepared, and no doubt the 
nieeting will be largely attended. Further de- 
tails and program can be secured from Dr. 
Wm. B. Peck, Managing Dir., Freeport, Il. 

Following these three meetings, the physi- 
cians and surgeons of the southwest will be 
able to enjoy more thoroughly the Medical & 
Surgical Association of the Southwest, whose 
fall gathering will be in Phoenix, November 
7 to 9. Those who do not attend the October 
meetings in the middle west certainly will 
desire to come to Phoenix in November. 
Those who do venture abroad in October will 
be all the better prepared to enjoy our own 
meeting. 





ANTI-DIPHTHERIA CAMPAIGN IN 
ARIZONA 
Dr. R. J. Stroud, Superintendent of Public 
Health for Arizona, is carrying on a vigorous 


campaign for preventive vaccination against - 


diphtheria in the public schools of Arizona. 
The value of this treatment has been thor- 
oughly demonstrated, and no community can 
pretend to have a modern public health senti- 
ment or health regulation which does not car- 
ry on a prevention campaign against diph- 
theria by vaccination of school children. This 
disease, still one of the chief dangers of child- 
hood, practically disappears from a commun- 
ity, following universal treatment with diph- 
theria toxin-antitoxin. 

Several county health officers in Arizona 
have already done extensive work in com- 
bating diphtheria by prophylactic immuniza- 
tion, notably in Graham County, Gochise 
County, Yuma County and Yavapai County. 
Incidentally, in Maricopa County, there is al- 
ready evident the usual opposition from 
the chiropractors and anti-vaccinationists, 
against any movement for good health 
among school children. 
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ST. JOSEPH’S HOSPITAL (Phoenix). 
(May Staff Meeting) 

At the regular monthly meeting of the staff, held 
on May 13, 1929, twenty-eight members were pres- 
ent. Meeting was called to order by the chairman 
(Dr. E. Payne Palmer), who read the minutes of 
the last meeting, the monthly analysis of hospital 
service and the honor roll for completed records. 
DR. GEORGE SHIELDS was given honorable men- 
tion for having an autopsy on each of three pa- 
tients who died on his service. 

Program had been prepared by Dr. Fred Holmes. 


DR. WIN WYLIE gave a masterly summary of 
the legal and professional aspects of privileged com- 
munications, and the following excerpt of his talk 
has been furnished: 

It may appear to some of us that the privileged 
communication is something new. It is not. I read 
from the Oath of Hippocrates: 

“Whatever in connection with my professional 
practice, or not in connection with it I see or hear 
in the life of men, which ought not to be spoken of 
abroad, I will not divulge, as reckoning that all 
such should be kept secret. While I continue to 
keep this oath unviolated, may it be granted to me 
to enjoy life and the practice of the art, respected by 
all men, in all times. But should I trespass and vi- 
olate this oath, may the reverse be my lot.” 

This oath was made four hundred years before 
Christ. Note the following quotation from the 
Principles of Medical Ethics of the American Medi- 
cal Association: 

“Principles of Medical Ethics. ‘:he confidences 
cereerning individual! or domestic life entrusted by 
a vaiient to a physician, and th2 defects of disposi- 
tion or flaws of character observed in patients dut- 
ing medical attcndance, should be held as a trust 
and should never be revealed ex*:»t when impera- 
tively required by the laws of the state.” 

No state requires that a physician reveal the com- 
munication of his patient, without the patient’s 
consent. In the law of Arizona it says: 

“A physician or surgeon cannot be examined, with- 
out the consent of his patient, as to any communica- 
tion made by his patient with reference to any 
physicai or supposed physical disease or any knowl- 
edge cbtained by personal examination of such pa- 
tient.” 

No hospital has a right to let its records go out. 
They are privileged communications, and the privil- 
ege is to the patient and not to the doctor. The Mich- 
igan statutes is as follows: 

“No person duly authorized to practice physic or 
surgery shall be allowed to disclose any informa- 
tion which he may have acquired in attending any 
patient, in his professional character, and which in- 
formation was necessary to enable him to prescribe 
for such patient as a physician, or to do any act 
for him as a surgeon.” 

The following is the statement of the Michigan 
Supreme Court regarding conditions found at au- 
topsy (Storrs v. Scougale, 48 Mich. 387, 12 N. W. 
502): 

“In a case where a physician has been allowed to 
testify as to the communications privileged by the 
statute, Mr. Justice Cooley, speaking for the court, 
said: ‘This evidence ought not to be passed over 
without remark. It is surprising evidence for many 
reasons. One of these is that the physician had no 
business to give it. (The statute is cited and quoted). 
Every reputable physician must know of the exis- 
tence of this statute, and he must know from its 
very terms, as well as from the obvious reasons 
underlying it, that it is not at his option to disclose 
professional secrets. A rule is prescribed which he 
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is not to be “allowed” to violate; a privilege is 
guarded which does not belong to him, but to his 
patient, and which continues indefinitely, and can 
be waived by no one but the patient himself.’ ” 


“Death certificates made by attending physicians 
on file in office board of health. 


They are excluded, not only for the purpose of 
protecting parties from disclosure of information 
imparted in the confidence that must necessarily 
exist between physician and patient, but on the 
grounds of public policy as well. The disclosure by 
a physician, whether voluntary or involuntary, of 
the secrets acqquired by him while attending a pa- 
tient in his capacity naturally shocks our sense of 
decency and propriety, and this is one reason why 
the law forbids it. The form in which the state- 
ments are sought to be introduced is of no conse- 
quence, whether as a witness on the stand or through 
the medium of an affidavit or certificate. All are 
equally under the ban of the _ statute.”—Davis 
Knights of Honor, 165 N. Y. 159, 58 N. E. 891). 

From Medical Act of Arizona, 1913: 

“Whenever any holder of a certificate herein pro- 
vided for is guilty of unprofessiona} conduct, as the 
same is defined in this act, and the said unprofes- 
sional conduct has been brought to the attention of 
the board granting said certificate, in the manner 
hereinafter pointed out, ... . it shall be their duty 
to, and they must, revoke the same at once, and 
the holder of said certificate shall not be permitted 
to practice medicine, surgery or osteopathy, or any 
other system or mode of treating the sick or afflict- 
ed in this state.” 

Among the items declared by this act to constitute 
“unprofessional conduct,” there is included, “the 
wilful betrayal of a professional secret.” 


DR. S. I. BLOOMHARDT presented the following 
case of lupus vulgaris, showing the patient and 
demonstrating lesions: 

Mrs. C., aged 36. History of pulmonary tubercu- 


losis for six years. In that time, patient thinks 
she has had the disease arrested twice. Three 
years ago after a flare-up of her chest, she noticed 
a small ulceration on the left ala of her nose, start- 
ed as a pimple; upon the advice of a friend, started 
to take treatment; some practitioner, not science, 
gave her what is called women’s tonic, the one in 
particular Viava. According to history, in a few 
weeks this pimple and small ulcer dried up and 
practically disappeared. During the past year, an- 
other flare-up and last fall she consulted Dr. Reese 
on account of a recurrence of this small pimple and 
ulceration on the left ala and tip of the nose. Dr. 
Reese referred the patient to Dr. Craig and a diag- 
nosis of lupus vulgaris was made. Since that time, 
in spite of treatment, several other patches have 
developed on the face and one on the right thigh 
posterior. The patient has been kind enough to come 
before you tonight so I will not attempt to describe 
the lesions. In this case, from description of the 
advancement as I gather it, the lupus involving 
the nose, the earlier tubercles or infiltration gave 
way to ulceration and then became the seat of papil- 
lomatous vegetations or hypertrophic granulations. 

X-ray was the treatment resorted to, with ap- 
parently no permanent beneficial results. She re- 
ceived four treatments in January, one week apart, 
two each in February and March, two weeks apart. 
Came to the hospital last week for care. Extremely 
thin and poorly nourished individual with a bilater- 
al pulmonary tuberculosis active, left upper much 
the most active and advanced. There may also be 
some laryngeal involvement. 


SOUTHWESTERN MEDICINE 


DR. T. T. CLOHESSY gave the following gen- 
eral discussion of lupus vulgaris: 


The tubercle bacillus may attack any part of tie 
skin or mucous membranes, and provoke its cha-- 
acteristic reaction, the tubercle, which is nearly 2@!- 
ways the building stone of clinical manifestatio)s 
of tuberculosis of the skin, and especially so 
lupus vulgaris. 

Tuberculosis of the skin is a very rare com 
tion when one considers the ubiquity of the tuberc 
bacillus, and the opportunities for accidental tra 
matic inoculation. It is much rarer in this count 
than in Europe, being particularly prevalent 
Austria. This general rarity may be accounted f. 
by Koch’s phenomenon. Koch found, when one va 
cinates a healty guina pig with a pure culture 
tubercle bacilli, the wound, as a rule, closes, and f: 
the first few days seems to heal. However, in fro 
ten to fourteen days, a nodule develops, breaks dow 
and ulcer appears which persists to the time of dea‘ 


es a i 


‘of the animal. There is quite a different sequen: 


of events when a diseased, (tuberculous) animal 
inoculated. In such an animal the _ inoculatic: 
wound likewise promptly heals. But in a few days 
not in ten to fourteen days, as in the healthy an 
mal, there begins necrosis of the tissue at the inoc: 
lation site, thus dead tissue is cast off and an ule 
appears. But in the tuberculous pig, this ulc 
quickly and permanently heals, whereas in the 
healthy pig, the ulcer continues until the death of 
the animal. Of course there are exceptions to this 
rule which need explanation, but so there are ex- 
ceptions to the protective value of smallpox vaccina- 
tion, which need explanation. But none of us ques- 
tion the value of smallpox vaccination in general. 

Now as to the recognition of tuberculosis cutis 
when we see it. For clinical purposes, for purposes 
of cognition and description, skin tuberculosis may 
be divided into five classes. 

First, we find tuberculosis ulcerosa, a miliary 
tuberculosis cutis, an extension of a pre-existing 
internal tuberculosis to the mucous membranes and 
to the muco-cutaneous junctions, such as to the 
mouth and lips from pulmonary tuberculosis, to 
the glans penis from renal tuberculosis, and the 
anal region from intestinal tuberculosis. This form 
is very rare, illustrating the difficulty of reinfec- 
tion probably from Koch’s phenomenon. 


Second, we find tuberculosis verrucosa, the sim- 
plest and most elementary expression of which is 
the anatomic tubercle or post-mortem wart. In 
fact, tuberculosis verrucosa 1s an aggregation «f 
papilomatous lesions similar to the post-mortem 
wart, this aggregation of lesions often being seen 
as a large area or areas. So, when you see a post- 
mortem wart, you see one of the building stones of 
which clinical tuberculosis verrucosa is made up. 
This papillomatous or warty aspect is due to the 
limitation of the tubercle bacilli to the papillary 
layer of the corium, many being found in the papil- 
lae themselves. Some contend that tuberculosis 
verrucosa is caused by the bovine tubercle bacillus. 

Third, scrofuloderma, which is a later extension 
to the skin of infection, through a sinus from a 
broken down and evacuating tuberculous lymphatic 
gland or subcutaneous tuberculous nodule. 

Fourth, lupus vulgaris, the form and name ap- 
parently most familiar to the general practitioner. 

Fifth, tuberculids, which includes a number of 
manifestations, ranging through macules, papules, 
vesicles, pustules, small necrotic lesions, etc. I hav 
no doubt but that many, many times the skin i 
accidentally inoculated with tubercle bacilli, thes 
bacilli gain more or less of a foothold with the 
temporary development of macules, papules, etc. 
but their full development is frustrated by that con 
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dition of allergy developed in the body by the pres- 
ence within the body of some focus of living tu- 
berele bacilli, resulting in the Koch phenomenon 
mentioned above. Sometimes we see inconspicuous 
lesions, there are no peculiar characteristics by 
which they are clinically recognizable, they are 
:phemeral, and we give them but passing notice. 

As further corroboration of this immunity mani- 
ested by the Koch phenomenon, we have Marfan’s 
aw, enunciated as early as 1886. Marfan stated, 
One a most never finds pulmonary tuberculosis, at 
east manifest and a progressive disease, in people 
vho in infancy have been the subjects of scrofula, 
suppurative tuberculous adenitis of the neck) and 
ho have been completely cured of this adenitis be- 
ore the age of fifteen, such cure having taken 
lace before any other focus of tuberculosis was 
liscoverable. Undoubtedly, when this sensitization 
3 present as a result of tuberculosis of the skin or 
ymphatic glands, many reinfections in the bronchial 
qucosa are aborted by this accelerated immune re- 
ction of the bronchial mucosa”. The remainder of 
ay remarks will be confined to a very brief discus- 
ion of lupus vulgaris, the subject allotted to me. 

The initial, essential lesion of lupus vulgaris is a 
ubercle in the skin, the cbrium. If we could see and 
ecognize lupus vulgaris in its very earliest begin- 
ing, we would see a small macule or papule, which 
n pressure with a glass slide would resolve itself 
nto a. small, reddish-brown mass, the so decribed 
pple-butter colored tubercle. Perhaps there would 
e several of them if there were several points of 
noculation. This is baby lupus vulgaris, and all 
he later varied manifestations of lupus vulgaris are 
ihe results of the growth, extension, multiplication, 
and later evolution and involution of aggregations 
f such small lesions, this evolution and involution 
being modified by numerous factors, such for in- 
tance, as necrosis of overlying skin with second- 
ary infection by pyogenic organisms, producing 
chronic ulcers. Undoubtedly there must a mas- 
sive infection to initiate this lupus process, the de- 
fensive forces being able to overcome a few bacilli. 
In Ba/l’s classification of microorganisms accord- 
ing to their infectivity, the tubercle bacillus is 
placed among the partial parasites, that is, a small 
number are overcome by the defensive forces of the 
animal, but a limit is reached when the number of 
microorganisms by the great sum total of their vir- 
ulence overwhelms the defensive forces of the host 
and a permanent infection or foothold is secured, 
resulting in development of this chronic lupus vul- 
garis. Such has been demonstrated experimentally 
in animals and undoubtedly occurs in fortuitous in- 
oevlation of the human skin. 


lf we saw an« were able to recognize these smail 
lesions, which are 1cally lupus vulgaris in its be- 
giunin.zs, we could casily completely cacis: them 
and check lupus vulgaris in the begining, as it 
were, with little or no disfigurement. Only for such 
‘aily recognition, could a Chinese doctor s.vay on the 
payroll. 

Unfortunately, most of these lesions go on into 
the wcll developed lupus vulgaris before their tu- 
berculous nature is recognized. By the extension of 
the tubercle bacilli through the lymphatic and ven- 
ous radicles, more tubercles are provoked, mostly 
immediately adjacent to the original lesion or les- 
ions, thus enlarging the primary site; sometimes 
they find their way to more distant spots, thus 
forming multiple patches of lupus. But in all cases, 
in their earlier stages, lupus patches are made“ up 
of these sma] tubercles, with their peculiar tuber- 
ulous cellular structure, large giant cells in the 
center, surrounding epitheloid cells and peripheral 
small round cells. 
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These patches of tubercles remain unchanged for 
a varying length of time, but eventually, retrogres- 
sive changes take place, disintegration of the tu- 
bercles and some of the surrounding tissues occurs, 
the overlying epidermis becomes necrotic and is 
shed, secondary infection with pyogenic organisms 
occurs and we have the ulcerative form of lupus. 
Tt was because of this ulcerative tendency that its 
name was derived from the Latin lupus, or wolf, 
and one very severe variety was named lupus 
vorax because it ravaged the tissues like a voraci- 
ous wolf. Around the edges of the ulcer can be 
found an infiltration of fresh tubercles, and as the 
earlier tubercles disintegrate and slough off, scar- 
ring occurs in the centre while these newly devel- 
oped peripheral tubercles increases the extent of the 
lesion and in their turn slough off with more ulcer- 
ation and searring. These ulcers are shallow, with 
usually slight purulent secretion which leads to 
slight crust formation. These ulcerated parts are 
disposed to heal with formation of fibrous and 
firm scars, unlike the soft. nliable scar replacing 2 
syphilitic ulcer. All the while, as previously stated, 
new tuberc’es develop around the border to become 
in their turn necrotic and disintegrated. 

However, not always are ulcers formed. Some- 
times by fatty degeneration and absorption, partly 
by exfoliation without ulceration, the lesion invo- 
Intes leaving an atrophic, thin, pigmented, cicat- 
ricial tissue. To this is given the name lupus vulgaris 
exfoliatius. There are many other forms into 
which lupus may develop, depending on various 
accidental factors, such for instance, as an added 
inflammatory element in which the cellular 
infiltration becomes organized into a hypertrophic, 
sclerous or keloidal tissue. We then speak of lupus 
vulgaris hypertrophicus, lupus sclerosis, or lupus 
keloides. Or the lymphatics may be blocked off, re- 
sulting in an elephantiasic condition and we have 
lupus elephantiasicus. At times the lesions may be 
rounded, scaly patches resembling very much pso- 
riasigs. The resemblance between lupus and the 
tubercular syphiloderma is sometimes so striking 
that a period of observation or the therapeutic test 
for syphilis may have to be resorted to for a dif- 
ferentiation. The proper discussion of lupus vul- 
garis is such an enormous task one hardly knows 
what to dwe'l on in the allotted ten minutes. I 
hope this little will be of some value. 


As to treatment, it depends on size of lesion, lo- 
cation, duration, form the development has taken, 
etc. Excision. curettement, caustics, x-ray, light 
treatment, all have their advocates and all ac- 
complish results in some cases. fail in others. 

I wish to finish with a short reference to chronic 
u'cers, that is ulcers of more than a month or two 
months’ duration. I am sure that some physicians 
seem to forget that for all practical purnoses, there 
being a few rare exceptions, any such long-con- 
tinued ulcer or ulcers, even if very small, in this 
latitude and longitude, are syphilitic, epithelio- 
matous or tuberculous and when such long continu- 
ed ulcerations are found, one should not rest con- 
tent until he determines which of those conditions 
he has to deal with, tuberculosis, syphilis, or epi- 
thelioma. The ordinarv ulcers, streptococcic, sta- 
phylococcic. etc., are taken care of and cleaned up 
in a short time by the body’s natural defenses. 

(June Staff Meeting) 

The regular staff meeting of St. Joseph’s Hos- 
pital was held on Monday evening, June 10th, with 
thirteen members present. In tke absence of the 
chairman, the meeting was vresided over by Dr. J. 
M. Greer, who had arranged the program. 

The monthly analysis of the hospital service was 
read by Dr. Dudley Fournier, secretary. 





Having seen a death from scorpion sting, DR. 
H. T.. BAILEY asked for a discussion of this sub- 
ject. DR. R. J. STROUD discussed several cases of 
scorpion sting, as well as bite from a black spider 
with red wings. 

DR. H. P. MILLS, pathologist, reported the fol- 
_lowing cases on whom autopsies had been per- 
formed: 

CASE 16028 

Female, age 54, admitted March 7, 1929, with 
working diagnosis of “paratyphoid fever, enlarged 
liver.” Mother of nine children, five living, four 
dying in infancy. Had usual children’s diseases, 
otherwise has always been in good health. 


Physician consulted three months betore admis- 
sion, complaint being general malaise, fever, loss 
of appetite and loss of strength. A continuous type 
of fever present, a. m, temp 99.6, p. m. temp 102.5. 
Widal reaction gave a positive reaction to para- 
typhoid A and slight positive to B Typhosus. Phy- 
sical examination negative except for slight ten- 
derness and resistance below liver. A second Widal 
gave same reactions as before. Liver was enlarged 
and tender on palpation. A month before admission 
serobacterins were given, followed by chill and 
temperature up to 104. Temperature was reduced 
for two days, then continued as before. One week 
before admission, liver dullness extended from the 
fifth rib at the axillary line to two fingers breadth 
below the costal arch. 


Examination on admission showed pupils normal, 
mucous membranes very pale. Chest negative, ex- 
cept for upward extension of liver dullness. Heart 
normal. Abdomen doughy and very tender in region 
of liver. Liver dullness 2 or 3 fingers below costal 
arch. An edematous area in lumbar region, more 
marked on right. This area is tender. Other phy- 
sical findings negative. Diagnosis after physical 
examination: Abscess, subphrenic of liver, para- 
typhoid fever. X-ray examination of abdomen and 
liver area was reported as follows: 

“In the fluoroscopic and roentgenographic ex- 
amination of this patient we find the right dia- 
phragm elevated and immobile. There is consider- 
able lung density and some pleural density in the 
sulcus. We believe the findings are quite positive 
for some lesion below the diaphragm, possibly 
abscess of liver or subphrenic abscess.” 

Urinalysis. “Dark amber, cloudy, slightly acid, 
sp. gr. 1012, very slight trace of albumen, oc- 
casional hyaline cast, occasional pus cell. 

Blood examination. “Hemoglobin 25 per cent, 
Dare; red cells, 1,320,000, white cells, 16,000; 
mononuclears 17, polys 83.” 

Liver was explored by needles in the 8th and 
9th interspaces; bloody serum, which coagulated, 
was obtained. Incision was made one inch below 
costal arch. Liver was found to extend a hand’s 
breadth below costal arch, was soft beneath in- 
cision, but hard and nodular behind. There was a 
hard, nodular mass in region of right kidney. 
Needles introduced into liver, but no pus obtained. 
There was free bloody fluid in abdomen when it 
was opened. Abdomen cleared out and closed with- 
out drainage. 

Post operative diagnosis: Enlarged, nodular liver, 
cause not determined. 

Transfusion was done one hour after operation, 
600 c.c. by direct method. Had a very good post 
operative day and a good night. Next day took 
some nourishment. The next day abdomen was 
distended, which was relieved by enema and castor 
oil. 

Wound dressed and clips removed on fifth day. 
Transfusion, 500 c.c. blood from same donor,—No 
reaction. In quite good general condition. Tempera- 
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ture 99-100, pulse 90-94. Left hospital sixth da 
after operation. 

Nine days later seen by another physician wh 
reports as follows: 

First saw this patient on March 24th. She wa 
in semi-comatose condition, mouth drawn to on: 
side. There was definite bronchial breathing in th 
lungs suggestive of congestion. There was n» 
paralysis, although she seemed to be weak in he 
legs. It was impossible to make thorough e) 
amination on account of her condition. —§ Live: 
markedly enlarged, spleen enlarged to about doub! 
normal size. She was a light creamy color, show 
ing she was highly enemic. Hands and ear entire] 
void of blood. Laboratory tests shows hemoglobi 
of 27 and something over a million red cells. Sh 
was given three blood transfusions. After fir: 
one she had slight reaction, when about somethin 
less than 400 c.c. had been given. She picked uj 
however, after this and looked better than befor 
but .there was no marked improvement in_ he 
general condition. She was then given about a pir 
and one-half of blood from her brother, followe 
by no reaction, and while she improved in colo 
there was no general improvement. Third trans 
fusion was given by the first donor and she go 
nearly a pint of blood and had rather severe re 
action and it looked for two or three hours tha 
she would not react. After which color was goo 
but there was no improvement in general condi 
tion. She finally developed definite edema o 
lungs and died from twenty-four to forty-eight 
hours later. 

, Death one month after admission to hospital. 

AUTOPSY: The body is of a white female abou 
52 years of age, five feet, ten inches in length 
There is a fair amount of flesh though the hanging 
skin of arms and legs show that the body has re 
cently lost considerable weight. 

The body is opened in the usual manner, from 
the suprasternal notch to the pubes. There is a 
healed operation scar about three inches in length 
just below the border of the right anterior ribs. 
There is a fair amount, about half-inch, of slightly 
yellow-lemon tinged fat. The omentum is adhered in 
several places to the abdominal wall. The costal 
cartilages cut a bit harder than is usual for her 
age. 

The diaphragm is elevated up to the third inter- 
space on the right mammary line and on the left 
to the fourth interspace. There is an excessive 
amount of pericardial fat. 

The right lung is studded with hard nodules, 
chiefly on the pleural surface. These are densely 
fibrous and many are infiltrated with lime deposit. 
The involvement is chiefly in the apex but extends 
into the base. 

The left pleural cavity has recent fibrous tran- 
sudate with a moderate amount of free fluid with 
co lapse of the lower lobe. There are multiple no- 
dules. hard and dense, simular to those in the left. 
In addition there are a few nodules, definitely out- 
lined, having the appearance of new growth me- 
tastases. 

On the. pleural surface of the right diaphragm 
there is marked injection of the vessels. There are 
two or three slightly pedunculated nodules—new 
growth in appearance—extending up from the dia 
phragm. The left diaphragm is smooth and norma! 
in appearance. 

The heart is slightly enlarged. It is filled wit! 
soft red clots. The pulmonic opening is dilated. Th« 
mitral opening is normal in size. The left ventricl: 
walls are thickened. There are no vegetations 01 
the valves. The acrta is smooth and the aorti 
valves are noriel. , 
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The omentum covers the right lobe of the liver 
and adheres to the right abdominal wall. The liver 
is greatly enlarged, from third interspace above to 
below the crest of the ilium. The cut surface of 
the liver has numerouus gray elevated nodules, as 
has the surface,—but not enough to feel through 
the abdominal wall. The liver is firmly adherent by 
right lobe to a large new growth arising from the 
right kidney. There are extensive metastases into 
all parts of the liver especially into the right lobe. 
a gall bladder is enlarged and has multiple cal- 
culi. 

The spleen is about double normal size and has 
a few nodules probably new growth metastases. 

The right kidney is 8x6x4 inches in size. It is 
adherent to all neighboring structures. A small por- 
tion of the lower pole only shows parenchymatous 
structure fairly well encapsulated containing mul- 
tiple hemorrhages and small cystic areas filled with 
gelatinous materiiol. The left kidney is moderately 
enlarged with cortex thickened; structure is pale. 
Capsule strips readily. The enlargement is probably 
due to compensatory hypertrophy. ° 

The pancreas, stomach, intestines and pelvic or- 
gans are normal. 

Pathologic diagnosis: Hypernephroma of right 
kidney with extension to liver and right chest. Me- 
tastases to lungs. Transudate in left chest, prob- 
ably due to disturbances of pulmonary vessels. Col- 
lapse of right lower lobe of lung. 


CASE 15670 

Admitted June 20; male, age 24. Employed whole- 
sale meat firm. Working diagnosis: “abscess of 
liver.” First seen one day before admission with 
history of illness of weeks with pneumonia. Com- 
plains of pain in right side of abdomen and short- 
ness of breath. Has fevers and deliriums. No pre- 
vious illness. 


Examination: Pupils normal, sclerae icteric col- 
or. Abdomen bulging in right hypogastrium. Liver 
border hand’s breadth below costal arch. Dullness 
over this region extending upward into chest region: 
higher in midaxillary line. 

X-ray examination on second day reported: 
“Roentgenographie examination of this patient’s 
chest shows every high diaphragm on the right side 
reaching as high as the fourth rib anteriorly. The 
diaphragm line is smooth and the appearance is that 
fluid below the diaphragm. The lung densities are 
slight and confined mostly to the inner portion of 
the right base.” Urinalysis: Dark amber, cloudy, 
acid, sp. gr. 1020, no albumen, no pus cells. Blood: 
Hemoglobin 80 per cent, erythrocytes 3,110,000 
leukocytes 16,800; mononuclears 14, Polynuclears 
89. Temperature first day 99.4 to 102.2; pulse 116 
to 120; respiration 24 to 42. 

Five c.c. of dark red fluid aspirated from right 
chest. Smears showed many pus cells; no T. B. or 
other bacteria. 

Operation on third day. Rib resection into a 
large abscess cavity containing thick, purulent ma- 
terial, apparentlly penetrating the liver and vaulted 
cavity above, containing Worchester sauce-like ma- 
terial. Large drain inserted in abscess cavity. 
Smears from material from abscess showed few 
pus cells, much degenerated cell material. No bac- 
teria and no growth on culture. 

During the next week there was free drainage. 
but temperature remained from normal to 102. 
Pulse 90 to 112. Examination of drainage material 
showed staphylococci and colon like bacilli. Abscess 
cavity was irrigated at intervals—no material 
change in temperture. Two days before death, de- 
veloped vomiting and hiccough. Death on 17th day. 

Autopsy: Abdomen distended, operative wound in 
mid axillary line, right side, at point of resection of 
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rib. Left lung not adherent to diaphragm—lower 
lobe cannot be entirely removed .Right lung hyper- 
emic and there is recent inflammatory condition in 
lower lobe. Liver enlarged, adherent to colon and to 
right abdominal wall. Large abscess involving en- 
tire upper right quadrant extending almost to right 
anterior lower margin. Contents yellow-greyish 
Material much held by semi-necrotic grayish cel- 
lular and necrotic tissue, too securely attached and 
thick to drain away. Surrounding tissue densely in- 
filtrated and partially necrotic, much lighter in col- 
or than normal liver substance. 

Gastro-intestinal tract normal. 

Kidneys negative. 

Heart negative. 

Appendix, no recent inflammation. 

Mesenteric lymph nodes slightly enlarged. 

Sections of liver, including wall of abscess, show 
extensive inflammatory changes with necrosis of 
liver substance. No evidence of new growth. 

Pathologic diagnosis: Liver abscess. 

CASE 15658 

Female, age 32, working diagnosis: Intra cranial] 
hemorrhage. Sp. fld. bloody, excess pressure. No ex- 
cess pressure in white cells. No bacteria on smears 
or culture. Died on day of admission. 

Autopsy: Massive subdural hemorrhage, extend- 
ing over base of brain and a portion of lateral 
hemispheres. Recent endocarditis with valve vege- 
tations. Multiple infarcts of lung, spleen, kidney, 
and brain. 

CASE 15703 

Male, age 41, working diagnosis: Pulmonary tu- 
berculosis. Previous admission, two months before, 
working diagnosis, acute appendicits; post opera- 
tivetive diagnosis, subacute appendicitis; patholog- 
ical report, chronic appendicitis. Left hospital on 
12th day. 

Second admission: Ill for two weeks, began with 
chill and fever, night sweats, bloody sputum. 

Examination: Moist rales over entire left lung 
and scattered moist rales through right lung and 
consolidation of left apex. Died on sixth day. 

Autopsy: Massive lobar pneumonia in stage of 
gray hepatization; acute purulent pericarditis. 

CASE 15760 

Female, age 28, working diagnosis: Chronic 
cholecystiitits. Recurrent attacks of pain in right 
upper quadrant, with jaundice, nausea, and vomit- 
ing for three years, present attack two days. Ap- 
pendix removed one year ago. 

At operation an abscess was found, apparently 
from ruptured gall bladder. This was drained. She 
died on the seventh day. 
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SNAKE-BITE 


INSURANCE 


North American Anti-Snake-Bite Serum offers specific 
protection against the bites of the Rattlesnake, Copper- 
head and Moccasin. 


The initial dose should be given as soon as possible 
following a bite and should be repeated every two hours 
unless and until symptoms are markedly diminished. 


For children, the initial dose should be doubled as the 
power of the body to neutralize snake venom is in direct 
proportion to the size of the victim. The smaller and 
lighter the child the more venom present in excess of 
tolerance requiring neutralization with Antivenin. 


Antivenin is a concentrated serum supplied in 10 cc 
syringe with a needle and accessories all sterilized and 
ready for instant use. 


H. K. MULFORD COMPANY 


The Pioneer Biological Laboratories 
PHILADELPHIA, U. S. A. 
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Autopsy: Necrosis of gall bladder wall and walled 
in abscess pocket. Common and hepatic ducts both 
dilated and contain calculi. Early broncho pneu- 
monia. 

CASE 15686A 

Male, age 39. Working diagnosis: meningitis. II 
two days with headache, stiff: neck and fever. 
Spinal fluid 1st day cell count 320. No bacteria found 

” ” 2nd ” ” ” 165. ” ” 

” ” 8th ” ” ” 120. ” ” 
Cells 90 per cent mononuclears. Wassermann test 
negative. Death on 13th day. 

Autopsy: Head only opened. Meninges over hem- 
ispheres did not show definite changes. Over the 
base was an extensive thick exudate covering the 
base, the medula and upper portion of cord. Lat- 
eral ventricles were dilated. Smears of fluid ob- 
tained at autopsy showed tubercle bacilli. 

CASE 16049 

Male, age 53. Gun shot wound of abdomen. Lived 
less than 12 hours. 

Autopsy: Course of bullet traced through stom- 
ach and liver and located in muscles near third 
lumbar vertebrae. 

_ CASE 16078 

Male, babe, found dead in crib on third day. Had 
been seen less than one hour previous apparently in 
good condition. 

Autopsy: Thymus enlarged, covered entire heart 
surface, except apex, weight 35 grams. (Weight at 
birth 7.7). No other cause of death found. 

CASE 16115 

Male, age 57. Working diagnosis: cholecystitis. 
Asthma and cough for past 10 years. The past year 
almost constant cough and dyspnea. Left hospital 
after 19 days, condition improved. Readmitted after 
25 days, diagnosis: Pulmonary tuberculosis. Arterio 
sclerosis. Obstruction pylorus. No additional exam- 
ination. Died that night. 

Autopsy: Liver enlarged. Stomach dilated. Pleur- 
ae adherent. Lungs whitish, areas of caseous change. 
Sections of pylorus showed no new growth or other 
cellular change. Heart enlarged and showed fatty 
degeneration. 

CASE 16372 

Female, age 39, working diagnosis: General 
peritonitis, ileus. History of missed menstruation 
and use of slippery elm bark, four days previous. 
Temperature 99.4, pulse 140. Died in eight hours. 

Autopsy: General peritonitis, with paralytic ileus, 
the infection apparently reaching the peritoneum 
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via uterus and tubes. Tubes covered by recent ex- 
udate. Uterus did not contain placental structure 
or evidence of pregnancy. 
CASE 16433 

Female, age 41, working diagnosis: puerperal 
sepsis. Miscarried one week ago. A few days later 
developed fever, headache, weakness and pain in 
lower abdomen. Cervix patulous, sero-sanguinous 


discharge. Gram negative bacilli on smear. Temper- 
ature 101.6 to 104.6 Pulse 84 to 116. Died on the 
fourth day. 

Autopsy: No peritonitis: Negative heart. Uterus 
large, muscle soft, friable. Contents, blood clots and 
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degenerated material. Pelvic lymph nodes enlarged. 
Puerperal sepsis. 

DR. E. PAYNE PALMER had prepared a pre- 
sentation of two cases of hiccough, and a discus- 
son of treatment with carbon dioxide. In Dr. 
Palmer’s absence, this presentaiton was read by 
DR. FRANK J. MILLOY, as follows: 

Regardless of the cause of hiccough it interrupts 
he normal cycle of respiration. Carbon dioxide in 
he strength of about five per cent is the best known 
‘imulus for increasing the activity of the respira- 
ry center. Carbon dioxide will check hiccough 
hile it is being given and for varying periods af- 
rwards up to permanency. It causes no discom- 
rt and is usually welcomed by the patient, espe- 
illy after it has once been administered and given 
lief. It produces an increase in the blood pressure 
d because of exertion by muscular effort in 
eathing, it causes some exhaustion, so should not 
given over a prolonged period or in cases where 
creased respiratory effort would be more detri- 
ntal than the hiccough. Hiccough in post-opera- 
ive cases is a most distressing condition and at 
ines so serious as to result in death. We have been 
ing carbon dioxide inhalations in this condition 
th most satisfactory results, as illustrated by-the 
cllowing case: F 
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CASE 15,855 
Male, age 76. Wife alive and well; seven children 
live and well. No chronic diseases in family. 
Chief complaint: Patient enters hospital for gall 
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bladder operation. States he has had frequent se- 
vere pain in right upper quadrant extending to the 
back and radiating to right shoulder region, lasting 
from six hours to three days. Medical treatment 
brought no relief. During attacks it was necessary 
to take hypodermic of morphine for pain. Has had 
some gastric disturbance for forty years. Has had 
some jaundice from time to time. For the past 
month has been able to take but little nourish- 
ment because of discomfort it causes him. 


Physical examination: There was a marked tor- 
tuosity of the blood vessels. The apex beat in the 
fifth interspace and about 16 cm to the left of the 
median line. The heart was enlarged in all direc- 
tions. There were aortic and mitral murmurs. 
There was slight rigidity and tenderness in the 
right upper quadrant, point of maximum tenderness 
located 4 inches to right of median line. Skin show- 
ed some jaundice, was extremely dry with some dis- 
coloration of the sclera. Blood pressure 122—72. 
Urine: dark amber; cloudy; acid; specific gravity 
1.022, albumen negative; sugar negative; no casts, 
blood or pus cells. Blood: Hemoglobin 80, leukocytes 
9,200; mononuclears 22; polynuclears 78. 

Diagnosis: Chronic cholecystitis with stones. Ar- 
teriosclerosis, chronic myocarditis and endocarditis. 

Operation: Because of the patient’s age and the 
condition of the cardiovascular system, it was deem- 
ed advisable to use lumbar spinal anesthesia. With 
spinocain injected into the first lumbar interspace, 
perfect anesthesia and relaxation resulted in a few 
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Dr. Russell L. Cecil, New York, “Economical Problems of Rheumatism.” 
Dr. Joseph L, Miller, Chicago, “Thyrotoxicosis from the Internists Viewpoint.” 
Dr. A, A. Fletcher, Toronto, Canada, “The Clinical Use of Insulin.” 
Dr. Robert F. Lischer, Mascoutah, IIll.. “A Pen Picture of the Country Doctor.” 
Senator Henry J. Allen. address on Monday evening at Public Meeting.” 

JOIINT MEETING WITH 

American Committe for Control of Rheumatism, Thursday evening, discussion “Arthritis.” 
Kansas City, Eye, Ear, Nose an dThroat Society, Tuesday evening, addresses by Drs. Fin- 
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minutes. A four inch incision through upper por- 
tion of right rectus. Exploration of abdomen re- 
vealed omentum adherent to the gall bladder. There 
was a large stone outside gall bladder surrounded 
by omentum and buried in the liver. Gall bladder 
contained large number of small stones matted to- 
gether forming one large stone. Enlargement of 
the glands in the cystic and common ducts.- Marked 
hepatitis and pancreatitis. Cholecystectomy com- 
mencing dissect.on at cystic duct extending up. Ab- 
domen closed in layers. 

Patient had some vomiting during second day 
which required gastric lavage before he was reliev- 
ed. On the third day he developed hiccough and was 
given the usual treatment for this condition with- 
out beneficial results. My attention was called to the 
presence of persistent hiccough the afternoon of the 
fourth day. I ordered carbon dioxide at once. It 
was administered for fifteen minutes and the hic- 
cough ceased permanently. After this he made a 
satisfactory and rapid recovery. Left the ‘hhospital 
on twelfth day and has been free from discomfort 
of any kind since. 

Because of the very satisfactory results obtained 
in the post-operative cases, I have advised the use 
of carbon dioxide in medical cases seen in consul- 
tation with equally good results. In case 12879 pa- 
tient was in extremis and would most certainly have 
died had it not been for this treatment. 

(Continued in October issue). 





THE AMERICAN COLLEGE OF SURGEONS 


The American College of Surgeons will hold its 
nineteenth annual Clinical Congress in Chicago, 
October 14-18. Headquarters will be at the Stevens 
Hotel. An intensive program is being planned to 
make this home-coming event the greatest in the 
history of the College. The Hospital Standardiza- 
tion Conference will consist of morning and after- 
noon sessions on Monday to Thursday inclusive. 
There will be a series of clinical demonstrations giv- 
en by: George W. Crile, Cleveland; John B. Deaver, 
Philadelphia; John M. T. Finney, Baltimore; Charles 
H. Mayo, Rochester, and others. Monday evening’s 
program, will include an address of welcome by the 
Chairman of the Chicago Committee on Arrange- 
ments, Dr. Herman L. Kretschmer, the address of 
the retiring President, Dr. Franklin H. Martin, Chi- 
cago, the inaugural address of the new President, 
Major-General Merritte W. Ireland, Washington, D. 
C., and the John B. Murphy Oration in Surgery by 
Professor D. P. D. Wilkie of Edinburgh. Among the 
foreign visitors will be: Dr. James Heyman of 
Stockholm, Dr. Thierry de Martel of Paris, Visconte 
Aguillar of Madrid and Mr. Herbert Tilley of Lon- 
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don. Tuesday, Wednesday and Thursday evenin; 
sessions will consist of scientific papers presente: 
by surgeons from the United States, Canada an 
from abroad. The Annual Convocation of the Col 
lege will be held on Friday evening. The Fellow 
ship Address will be delivered by Dr. Glenn Frank 
President of the University of Wisconsin. The an 
nual meeting of the Governors and Fellows will b 
held Thursday afternoon followed by a symposiut 
on cancer and bone sarcoma. An all day sessio 
on Traumatic Surgery will be held on Friday i: 
which leaders in industry, labor, indemnity organ 
izationg and the medical profession will participat: 
A special program has been arranged that will b 
of interest to those whose practice is limited to sur 
gery of the eye, ear, nose and throat. A feature o 
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mportant Developments in Apparatus 


Increasing the Efficiency of Source, OY ltr, a violet 


and Offering a Practical Basis for De- 
termining Individual Tolerance and 
Administering Dosage Accordingly. 


6 >» of the present- 
day problems in 


the field of ultraviolet 

therapy is that of cor- 

rect measurement of 

dosage. With a myriad 

of types of ultraviolet lamps on the market, little 
wonder that there is confusion when it comes 
to comparison of clinical results obtained with 
two or more types of lamps, in the hopes of 
standardizing ultraviolet dosage. 


The Victor organization is mindful of the 
fact that the efficiency of any therapeutic energy 
can be determined only when the physician 
using it knows its potentialities, and has a means 
of absolute control of the energy, to the end 
that it can be intelligently administered 
with a definite knowledge of the dos- 
age given the individual patient. 

















Several important developments have 
been recently incorporated in the Victor 
line of Mercury-Arc Quartz Lamps, 
offering definite advantages to the pro- 
fession. Treatment time is reduced Model "A” Combination 
from minutes to seconds, enabling the H’ 2 tga gosh ps 
clinic to administer a considerably hee Vicer line of moray 
greater number of treatments per hour , vapor lamps designed to 
or day, and conserving the physician’s 3 permit the use of intensi- 
time during office hours. fied, short time technic. 





Write for information on the 
latest models of Victor QuartzLamps, 
also regarding the basis for greater 
accuracy in the measurement of 
dosage to the individual patient. 
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316-318 Medical Arts Bldg. 
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the Congress will be the showing of surgical films 
that have been produced under the supervision and 
approved by the Board on Medical Motion Pictures 
of the College. New developments in color pho- 
tography will be demonstrated. In addition to the 
commercial exhibits, there will be seientific exhib- 
its by the departments of the College. A rate of one 
and one-half the regular one way fare has been 
granted on railroads of the United States and Can- 
ada to those holding convention certificates. 





THE KANSAS CITY ANNUAL FALL CLINICAL 
CONFERENCE 


of the 


KANSAS CITY SOUTHWEST CLINICAL 
SOCIETY 


The Kansas City Southwest Clinical Society’s sev- 
enth annual clinical conference will be held at Kan- 
sas City, Missouri, October 7th to 11th inclusive. 
This seventh conference of this organization is ex- 
pected to be the biggest and best it has ever had. 


The Clinical Society was organized in 1922 for 
the purpose, as set forth in its Constitution, (1) 
“To promote, encourage and develop the educa- 
tional advantages of the clinical material of Kan- 
sas City that they may be available throughout the 
year to visiting physicians”, and (2) “To hold an 
annual clinical conference which will demonstrate 
and emphasize the progress of medicine through- 
out the world for the benefit of physicians and 
surgeons of the Southwest.” During these past 
seven years the Kansas City Southwest Clinical 
Society has enjoyed a most successful and envi- 
able career and it can conscientiously boast of its 
great progress and growth. 


A new feature of the meeting this year will be 
the Post Graduate Courses to be given daily. Spe- 
cial class rooms are being prepared and the in- 
structors will be drawn from the distinguished 
guests and membership of the Society. Every vis- 
itor can receive a complete Post Graduate train- 
ing in his particular specialty. 


Two special sessions should be noted, namely, 
that of the joint meeting with the Kansas City 
Eye, Ear, Nose and Throat Society on Tuesday 
evening with Dr. Finnoff of Denver, Dr. Jackson 
and Dr. McCrae of Philadelphia as the principal 
speakers; and that of Thursday evening, a joint 
meeting with the American Gommittee for the 
Control of Rheumatism. The subject of arthritis 
which is to be discussed by the Committee at this 
meeting, should be most interesting and instruc- 
tive. 

The usual clinics at the allied hospitals will be 
held each morning and the ever popular round ta- 
ble luncheons with short addresses by distinguish- 
ed guests will be held each noon. 





EL FRESCO REST HOME, 
Los Angeles, California 
Large, comfortable house, with enclosed, furnish- 
ed garden. Special emphasis on outdoor life and 
dietetics. Terms] reasonable. References given. Ad- 
dress P. O. Box 1057, Station C., Los Angeles, Calif. 





LOCATION WANTED—Well qualified urologist 
of several years experience desires asseciation, with 
another genito-urinary surgeon, a clinic or group 
of practitioners in southwest. Address, Southwest- 
ern Medicine, Box 1587, Phoenix, Ariz. 
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From Text Books of Over a Decade 
MEAD’S DEXTRI-MALTOSE 


| pow more than twenty years dextrin- 
maltose has been cited in text books of 
leading authors on infant feeding. During 
this period, no reversal of opinion has oc- 
pont and the opinions set out by the 
earlier writers are shared by those of today. 

This form carbohydrate in the combi- 
nation of Mead’s Dextri-Maltose is usually 
the sugar of first con- 
sideration where the 
infant's diet is one of 
diluted cow’s milk 
with carbohydrate ad- 
ditions. 

For years it has been 
indicated by physi- 
cians both for the 
routine feeding of well 
babies, and in correc- 
tive diets for the treat- 
ment of nutritional 
disturbances. 





From Text Books 
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PERSONALS AND NEWS ITEMS 


DR. O. I. NESBIT, of Espanola, N. M., Lieut. M. 
R. C., U. S. A., was on active duty with the 7th Cav- 
alry at Fort Bliss from Aug. 4 to the 18th. 


DR. A. C. KINGSLEY, .of Phoenix, has returned 
to his work after two monhts in the clinics of New 
York City. 


DR. GEORGE M. BROCKWAY, of Phoenix, has 
returned to his office after spending six weeks in 
the coast cities. 


DR. VICTOR RANDOLPH, of Phoenix, writes 
from London that he would sail on Aug. 24th for 
Montreal. He will probably be in his office by the 
time this journal issues from the press. He has been 
taking six months postgraduate work in heart and 
chest diseases. 


DR. and MRS. S. H. WATSON, of Tucson, are 
spending a month or six weeks in Europe, rumors 
of their being seen on the sight-seeing buses in Pari« 
and London have come back. 


DR. DUDLEY FOURNIER, of Phoenix, returned 
to his office the latter part of August, after a 
month’s vacation in the northwest and Canada. 


DR. IRVING F. GRAM, formerly of Buffalo, N. 
Y., has opened offices in the Security Building, 
Phoenix, for the practice of his specialty of eye, 
ear, nose and throat diseases. During the summer 
he was in charge of the practice of Dr. D. F. Har- 
bridge. 


DR. R. B. KICKLIGHTER, of Macon, Ga., has 
been stationed at the Good Samaritan Hospital, 
Phoenix, for several months, as resident physician. 
Dr. Kicklighter graduated from the University of 
Georgia Medical Department in 1928, and served an 
interneship in the Macon Hospital before coming to 
the Phoenix institution for resident work. 


DR. HELEN SLAUGHTER, formerly resident 
physician at the Good Samaritan Hospital, who has 
been living’ in Phoenix for the past two years, was 
married on July 13th to Mr. Carter W. Gibbes, at 
Tacoma, Wash. They will be at home, after Nov. 
1st, at 93 Columbus Ave., Phoenix. 





THE RADIOLOGICAL SOCIETY OF NORTH 
AMERICA 


The next meeting of the Radiological Society of 
North America will be held at Toronto, December 
2 to 6, inclusive. Headquarters at the Royal York 
Hotel. The facilities and accommodations at this 
hotel are the best’ in the history of the Society and 
we expect to have a} banner meeting in every way. 
The Scientific Program, Clinics, Scientific and Com- 
mercial Exhibits will be of the highest character 
and exceedingly interesting and instructive. The 
program will be interesting not only to the Radiolo- 
gists but to the Physicians practicing other medical 
specialties and general practice as well. A cordial 
invitation is extended to all physicians as well as 
radiologists to attend the Toronto Meeting. Secure 
reservations at once through Dr. W. C. Kruger or 
Dr. G. R. Reid, 20 College Street, Toronto, Canada. 
Excellent arrangements have been made to t. 
care of the visiting ladies. 











The NEW 
“Type N” 
STORM 
Supporter 


With long laced back 
and low extension 
upon hips; The re- 
inforcing band at- 
tached in front at 
median line, also 
fastened in _ back. 
Hose supporters in- 
stead of thigh straps. 





“TYPE “nN” 
Takes Place of Corsets 


Gives perfect uplift and is worn with comfort 
and satisfaction. Many variations of the “Type 
N” Belt provide support in Ptosis, Hernia, 
Obesity, Pregnancy, Sacroiliac Strain, etc. 


Each Belt Made to Order 


Katherine L. Storm, M.D. 


Originator, Owner and Maker 
1701 Diamond St., Philadelphia, Pa., U.S.A. 





Ask for Literature 











Che Culane University of 
Louisiana 


Graduate School of Medicine 


Approved by the Council on Medical 
Education of the A. M. A. 








Post graduate instruction offered 
in all branches of medicine. Courses 
leading to a higher degrees have also 
been instituted. 








A bulletin furnishing detailed 
information may be obtained up- 
on application to the 
Dean 
Graduate School of Medicine 


1551 Canal Street, 
New Orleans, La. 
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The Prenatal and Postnatal Use of 
“PARKE, ‘DAVIS & COW’S 


VIOSTEROL 


(Irrad! ated Ergosterol in Oil) 


TITITINITINIE EE RR 
PAS Ws WH ASW BOW 


Volw 


IITITITINITITITITIN EE 


Licensed under the Steenbock patent administered by we | 
Alumni Research Foundation of the University of Wisconsin 


The urgent need for ionizable calcium in pregnancy due 
to the demands of the growing fetus, suggests the system- 
atic use during this period of a medicinal agent capable 
of influencing calcium metabolism. Such an agent is 
Viosterol, P. D. & Co., standardized to an antirachitic 
(Vitamin D) potency one hundred times that of high- 
grade cod-liver oil. 


The need for such support continues after birth, to assist 
the bony growth of the child. Not only may Viosterol, 
P. D. & Co., be given to the infant, the effective dose be- 
ing very small, but also to the nursing mother to enhance 
the bone-building value of her milk. 


It is true that vitamin D does not add to the store of 
calcium in the body, but it does most decidedly stimulate 
the synthesis of bone by bringing together for organic 
union its essential elements, calcium and phosphorus. 
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Viosterol, P. D. & Co.,is put up in 5-cc. and 50-cc. 
packages, with a standardized dropper which 
delivers approximately 3 drops to the minim. 
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Viosterol, P. D. & Co., bas been accepted 
for inclusion in N. N. R. by the Council on 
Pharmacy and Chemistry of the A. M. A. 


PUTIN 


PARKE, DAVIS & COMPANY 
DETROIT, MICHIGAN 
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In Canada: WALKERVILLE MONTREAL WINNIPEG 
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